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FORTHCOMING BOOKS 





BACKACHE IN WOMEN 
By E. SCHLEYER-SAUNDERS 
About 80 pp. 6 illustrations. 7s. 6d., post 3d. 
This book is the result of the author’s years of experience in the 
examination of several thousands of women suffering from backache. 
Many new facts are presented which have not been appreciated 


8} x 5} in. 


before. 
SURGERY OF THE SYMPATHETIC 
By A. LEE McGREGOR 
10 x 7 in. 200 pp. 101 tllustrations. 30s., post 7d. 


This new book, written by the well-known author of A Synopsis 
of Surgical Anatomy, does not pretend to be comprehensive, but is 
a guide embracing the essentials necessary to the understanding 
of the sympathetic system. 
HYPNOTIC SUGGESTION 
its Role in Psychoneurotic and Psychosomatic Disorders 
By S. J. VAN PELT 
About 96 pp 








74 X 4B in. 8s. 6d., post 3d. 
The author believes an entirely new approach is required, not only 
to the psychoneuroses and associated psychosomatic disorders, but 
also to bypnotic suggestion and the role it plays in the aetiology 
and treatment of these conditions. 
THE PRIMARY PSYCHIATRIC SYNDROMES 
Criteria for Clinical Diagnosis 
By DWIGHT L. MOODY 

84 x 5h in. About 300 pp. About 30s. 
A complete and concise description of the patterns of mental illness, 
establishing diagnosis in the psychoneuroses and the primary 
psychoses, with outlines of the more important clinical conditions 
and significant trait-syndromes considered in differential diagnoses, 


THE COMPEND 
A Compendium of Ethical Proprietaries 
| By WILLIAM HETHERINGTON 
7t x 4 in. About 650 pp 15s., post 7d. 


Provides detailed information about the range of Ethical Proprie- 








taries now on the market. Invaluable alike to doctors, pharmacists, 
chemists and druggists, and distributors of chemicals. 


JOHN WRIGHT & SONS LTD., BRISTOL 


























Just published by 
The Year Book Publishers Inc., Chicago : 


SURGERY OF THE SMALL 
AND LARGE INTESTINE 


by C. W. MAYO 
Professor of Surgery, University of Minnesota 
(Handbook of Operative Surgery, Vol.V1) 
360 graphic line illustrations on 125 full-page plates, 
showing each step and every detail, are a guide to the 
best result. All the drawings are originals, drawn 


from actual observation in the operating theatre by 
the distinguished medical artist Russel Drake. 


1955 54x 8} 340 pages, 125 plates 68s. 


Other volumes in the same series : 
SURGICAL GYNECOLOGY by J. P. Greenhill. 65s. 
THE CHEST by J. Johnson & C. K. Kirby. 68s. 
STOMACH & DUODENUM by C. E. Welch. 65s. 
BILIARY TRACT, PANCREAS & SPLEEN 
by C. B. Puestow. 68s. 
SURGICAL UROLOGY by R. H. Flocks & D. Culp. 73s. 
Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane, London, W.C.2 











EPHAZONE 
tablets 


Rational, symptomatic 


treatment in 
ASTHMA AND BRONCHITIS 








Each tablet contains Ephedrine, 
the important anti-spasmodic for 
bronchial spasm, Theobromine, for 
its relaxing effect on the bronchial 
muscle and for stimulation of the 





coronary circulation, Phenazone, for 
its soothing effect on the higher 
centres, and Calcium gluconate, a 
readily absorbable calcium salt, for 
diminishing capillary permeability 
and checking the secretion of mucus. 
These active ingredients with 
complementary effects in bronchial 
asthma are presented in the follow- 
ing proportions in the ‘EPHAZONE’ 
Tablet : 
Ephedrine hydrochloride - - } 
Theobromine - - - = = } 
Phenazone - - - = = = I 
Calcium gluconate - - - - } 
This preparation is sanctioned for 
prescription under N.H.S. 
Please write for sample and descriptive leaflet 


EPHAZONE LTD 


59 BROOK ST., LONDON, W.I 
TEL: MAYFAIR 5496 
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‘Logical Iron 


The mouth is still the most logical portal 
for the entry of iron medication—and 
PLASTULES CAPSULES are still the most 
logical method of presentation. Pleasant 
to take, easy to swallow, rapid in action 
and fair to the alimentary tract, three 
Plastules daily will raise the Hemoglobin 
by 7—10% in one week, 


PLASTULES 


(Hematinic Compound) 
Plastules Capsules are presented in four 
varieties : Plain, with Liver Extract, with 
Hog Stomach, and with Folic Acid. 





THEOREM OF PYTHAGORAS ; in a right-angled triangle the square described on the 
hypotenuse is equal to the sum of the squares described on the other two sides. 


* Plastules’ is the registered trade mark of 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON 


ROAD, LONDON, N.W.1L 





Cut costs 
with this 


Agee 
weReAn ic. 
NYLON SYRINGE 


(Made in England) 


The product 
of 5 years 
development 














Here, at last, is a syringe 

that is proof against almost 

any accident! The “Atlas” 

syringe, precision-made of tough, 

translucent nylon, cuts replacement costs 

and, because barrels and pistons are interchange- 
able, saves time too! 


Other special features : * Convertible immediately from 

* All-in-one barrel and nozzle: Record to Luer fitting without 
no leaks-—quick. easy cleaning, adapter. 

complete hygiene. * Can be sterilized by boiling or 

* Leak-proof, smooth- working autoclaving at 18 Ib. steam pressure 
pistons never stick. 120°C.) 

* Does not affect the pH of 


solutions. 
Prices : 
Avo Less than | gross: 3 ml.—9/6, 5 ml.— 


2 gt oe 10/6, 10 ml.—12/6, 20 ml.—15/-. 
a ne 1 gross or more assorted : 3 ml.—9/-, 
for descriptive leaflet’ 5m) ~10/-, 10 ml.-11/9, 20ml.-14/3. 
with prices. 
Head Office: THE OLD MEDICAL SCHOOL, PARK ST., LEEDS 1. 
Tel : 20085 (5 lines) Cables : Aseptic, Leeds 
London Office : 38 WELBECK ST., LONDON W.1. Tel. WELbeck 8152/3 
Also at Cape Town and Johannesburg 














MARMITE 


yeast extract 


is a useful adjunct in 
certain special diets where 
the B vitamins are parti- 
cularly needed. 


In restricted diets, such as reducing and 
diabetic diets, some foods that supply the 
B vitamins are only allowed in limited 
quantities and another source of these 
vitamins must be introduced. 


Marmite yeast extract supplies 1.5 mg. per 
oz. of riboflavin and 16.5 mg. per oz. of 
nicotinic acid and also the less well-known 
B, factors. Its carbohydrate content is 
negligible and it is therefore of special 
value for inclusion in diabetic diets. 


Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 


Literature on request 


The Marmite Food Extract Co. Ltd., 35 Seething Lane, London, E.C.3 
5302 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 
= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 


Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 
THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 








EVANS MEDICAL SUPPLIES INTRODUCE 


FOTOGEL 


FOR GENERAL RADIOLOGICAL USE 


A stable microfine suspension containing 1 g. Barium Sulphate B.P. in 1 m.1. 
Containers of 2 litres. 


EVANS 


Meoical 


Further details on application from Medical Information Department, 


EVANS MEDICAL SUPPLIES LIMITED 
SPEKE, LIVERPOOL 19, and RUISLIP, MIDDLESEX 

















Tue Lancer} THE LANCET GENERAL ADVERTISER [APRIL 30, 1955 





KAY LEN E-OL 
(brand of colloidal kaolin B.P. and liquid paraffin) 


in the treatment of Intestinal Loxcemia, 
Chronic Colitis and Spastic Constipation 





All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 


and are therefore prescribable on Form E.C.10. 





Samples and literature on request. 


KAYLENE (CHEMICALS) LIMITED 


: WATERLOO ROAD, LONDON, N.W.2 


rje|lj}e|a|s/e without overdrugging 











Nidar 


‘ for individualized control 
nil d air of tension peaks 


In ordinary life situations, tensions occur in daily 
peaks ; they are not continuous. This was fully 
realized when Nidar was formulated. In contrast to 




















Each light green scored Nidar other agents, the action of Nidar is neither too 
Sa ape s short nor too lon It is neither too potent nor 
Secobarbital Sodium .. .. j gr. &- P 
Pentobarbital Sodium .. .. 3 gr. too weak. Nidar controls tensions when they occur. 
Butabarbital Sodium .. .. } gr. 
Phenobarbital .. .. .. 4 gr. 
Bottles of 100 ond 1000. THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTD.) 
Hampden Park, Eastbourne, Sussex 


TELEPHONE : HAMPDEN PARK 740 TELEGRAMS : ARMOLAB, EASTBOURNE 
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TOLSERAM 








MEPHENESIN CARBAMATE 


The new SQUIBB product 

for the treatment of — 
Disseminated Sclerosis 
Paraplegia, Hemiplegia, 
Rheumatic Disorders 
Choreo - athetosis } 


Literature gladly sent on request. 


SQUIBB 


E. R. SQUIBB & SONS, 17-18 OLD BOND STREET, LONDON, W.!. Tel. HYDE PARK 1733. 





AMPHE TONE 











REGISTERED 


A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient's appetite, we consider Amphetone unique. It com- 
bines for the first time, Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the well-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 


FORMULA 

Dexamphetamine Sulphate B.P.C., 1/I2 grain: Strychnine Hydrochloride 
B.P., 1/60 grain: Calcium Glycerophosphate B.P.C., 2 grains: Sodium 
Glycerophosphate B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30 
grain: Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 1/60 grain: Syrup 
of Blackcurrant B.P.C., 2 fluid drms.: Water, to | /2 fluid ounce. 


[POISON) (51) 
Available in bottles containing 10, 20 and 80 fluid ounces. Professional prices 4/6, 9/3 and 
26/6 each. Samples available on request. 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA, BRIDGE, MANCHESTER 3 


London stockists: May, Roberts & Co, Ltd., 47, Stamford Hill, London, N.16 


WaAtl 
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Topical oestrogen therapy * 


x for prompt stimulation of 
vaginal epithelium 





in postmenopausal vaginitis 
_in atrophic vaginitis 
in pruritus vulvae 
in plastic pelvic surgery 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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CHEM OTHERAPY 








| TUBERCULOSIS 





9 
‘Aminacyl PAS 
itieaie 
( p-Aminosalicylic ae 
‘Aminacyl’ PAS products, aie 
f he Ca PAS only), 
tion of the — cheat “ . 









ea 
The 


\ WANDER RANGE 


of established and recently 
Synthesized _ tuberculostatics 
includes the following brands 
of PAS salts, B-PAS salts, 
INAH, and combinations of 
them for concurrent therapy. 















available as either 


the Calcium Salt. 
PACKS 





Granulate (Ca PA S)...--:000+ 


a } nd 
* e 9 IN! LH Aminacye i g. ore v 
Nicet 150 and ’sog 2 B-PAs Powder: 7; 
xin sid hydrazite) Aminaeyp , Velopes €ach T: Tins of 
(Isoniazid, lsonicotinic act ‘dmina > en : 
PACKS 00 "S Of 80 and 400 «702 me 
ablets in Bottles of 100 and 500. 


50 mg. and 100 mg. T 






‘P 
pacslNAH , 


Static pr 


.: WA 


nor St., | 






CANADA: A. Wander Ltd., Peterborough, 


10 


...100’s 500's 

Cachets 1.5 Gensessssssseeerns" - = = 
ys i 250’s_ 1 ,000’s 
>} ).5 g. (plain)...---++++*° ; _ 
ee 0.75e.(enteric-coated) 250's aot 
Ca PAS 0.58. (plain)....--+++++* nt ont 
Bulk Powder .....------""""" a 


FOR co 
‘ NCURREN?T aa 


Pasin 


rand 
Cac Cac 
—. ca h oe @Sinah’ 
AS with 1750 1s 


NEW ZEALAND: A Wander Ltd., Christchurch. 
PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi. 


‘ ; P4 
A , 
80 aanacy! Ca RB. 


9 


BRanG 


Combine 


zg. Isoniazig’ 


4 ’ 
du 


from usual pharma 


LIMITED 


Phone 


aVaiiad 


NDER 


ondon W.] 


Grosvenor 43 


Ontario. 
INDIA: Grahams Trading Co. (India) Ltd., 16 
CEYLON: A. Baur 





PAS Cachets. 










AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 








Bank Street, Bombay. 
& Co. Ltd., Colombo. 












—— 
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TOXAEMIA OF PREGNANCY 


THIS WOMAN is suffering from toxaemia of 
pregnancy. Oedema has made the wedding 
ring difficult to remove. A clear case for 
10% salt-free DEXTRAVEN, the optimal frac- 
tion dextran. 

DEXTRAVEN reduces the oedema, pro- 
motes diuresis. These effects, together 
with a lowered blood pressure, were 
particularly observed in a series of 
cases treated with 10% salt-free 
dextran. 


a 


A clear case for DEXTRAVE \ 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE 


©. 3 (nev) 





DEXTRAVEN is stable indefinitely under 
all climatic conditions—no special storage 
precautions are necessary. 

10% SALT-FREE DEXTRAVEN is also 
recommended for the treatment of neph- 

rotic syndrome.? 
FULLY DESCRIPTIVE literature is 
available and a Technical Information 
Service is always at your disposal. 


_1. ACTA OBST. GYNEC. SCAND., 1956, 30, suppl. 6. 
% BRIT. MED. J., 1954, 1, 893. 


10% 


SALT 
FREE 





A 


PRODUCT 
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Between 

the ‘up’ and 
the 
‘about’ 


Serious illness is inevitably 
followed by a frustrating 

period of convalescence. Metatone* 
with its stimulating, appetite- 
promoting combination of 

vitamin B, with strychnine and 
mineral glycerophosphates is ideally 
suited for the rapid restoration 

of normal metabolic function. 

It is specially valuable after 

‘flu and similar debilitating illnesses, 
after surgical operations, in 
neurasthenia and during 
pregnancy and lactation. 








FORMULA 
Each fluid ounce of Metatone contains: 
Vitamin B, 3 mg. 
Calcium Glycerophosphate 4 er. 
Potassium Glycerophosphate 4 gr. 
Sodium Glycerophosphate 2 gr. 
Manganese Glycerophosphate 4 er. 
- ) Strychnine Glycerophosphate 8/200 gr. 





@ = METATONE 
a Fey 


‘ex Parke, Davis & Go. Ltd, (inc. vs.4.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow 2361 


vi* 
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ely abso rhe d 


The high solubility of 

Urolucosil, the sulphonamide designed 
for B. coli infections of the urinary tract, means that 
it is absorbed very rapidly and completely from the 
intestinal tract into the blood, and quickly excreted by the 
kidneys. The highest concentrations can be demonstrated 
in the blood-stream 2 hours after ingestion; most of 
each dose reaches the urine in 6-7 hours. 0,1 — 0.2 G. 
4 Urolucosil, 5 times daily, gives a urinary 
{clive Constituent bi concentration of 20 mg. per 100 c.c., 
Pn aa and this quickly and effectively 


Packing 


100 mg. tablets in botiles of , _ disposes of the infection. 


250 and 1,000. Bottles 
of 250 for dispensing at 
21/8d, not subject lo Pur- 
chase Tax. 8 1V Poison 


jy by Mee “ 
WWYMY 


No Warner preparation has ever been advertised to the public. 
WILLIAM R. WARNER & CO. LTD., Power Road, London, W.4. 
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The paroxysmal abdominal pain of infantile 

colic is a result of smooth muscle spasm of the 

gastro-intestinal tract. It is therefore most effectively relieved 

by the administration of ‘Merbentyl’ Syrup, the new form 

of the antispasmodic ‘Merbentyl’. Strikingly free from the side 
effects usually associated with antispasmodic therapy, ‘Merbentyl’ 
Syrup is particularly suitable for administration to infants and 
children ; especially as they enjoy its clean, clear taste. 

*Merbentyl’ Syrup is available in bottles of 4 and 20 Fl. oz. 


*Merbenyl’ Syrup with Phenobarbitone (each § c.c. containing 15 mg. Pheno- 
barbitone) is also available, in the same sizes. 


1 Oe a i ee 


SYRUP 





distributed in the United Kingdom & Eire by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the Wm. S. Merrell Company, London. 


14 
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ALSO AVAILABLE 


‘Merbentyl’ Tablets each containing 
10 mg. Diethylaminocarbethoxy- 
bicyclohexyl hydrochloride. 
‘Merbentyl’ with Phenobarbitone 
Tablets each containing 10 mg. 
Diethylaminocarbethoxy bicyclohexyl 
hydrochloride and 15 mg. Pheno- 
barbitone. 

Each in bottles of SOand 2 50 tablets. 
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EASILY ASSIMILATED IRON 




















For hypochromic anaemia in all ages 

and conditions, particularly in preg- 
nancy, childhood, adolescence and 
advancing age, Ferraplex B provides 
easily assimilated iron supplemented, 
for maximum haematinic effect, with 
copper, vitamin C and complete vitamin 
B complex. Side effects such as gastro- 
intestinal disturbances are rare. 


Available in bottles of 50 and 250 tablets. 
Basic N.H.S. cost of 250 tablets, 15/6d. 
Average daily cost of treatment, 4$d. 


The recommended daily dose of six 
FERRAPLEX B fablets contains:— 


Ferrous sulphate exsicc., B.P. ........sessess0+ 1 gramme 
CORBET COFOMBLED 0000crccrscccecceccccccnscccsccsoonsee 2 mg. 
Ascorbic acid (Vitamin C) ..........ssseeseseeeeeeees 50 mg. 
Natural vitamin B complex extract ......... 2 grammes 
prepared from Brewers’ Yeast and including 
Aneurine hydrochloride..............-ssseessessseesees 3 mg. 
IE cic nck eersersecisiniasecssenitaminsbintiscatl 6 mg. 
DO  oiinccetscntssscedoaccmstscsacotbsiesteses 30 mg. 


and pantothenic acid, pyridoxine, folic acid, choline, 
inositol, biotin, para-aminobenzoic acid and other 
naturally occurring factors of the vitamin B complex. 


Lit LO} LS LB 





c. L. BENCARD LTD. 


PARK ROYAL - LONDON - N.W.I0 


Telephone: ELGar 6681. 
Telegrams: Bencarlond, Harles, London. 
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Smoothing 
life's 
highway. 





<p 
at_¥ 
From youth to old age, there is an ever-present need a ae 
for an adequate intake of vitamins and other f 4G A 
essential factors if the fullness of life is to be , LY = _ LEDERPLEX* 
attained. There is a Lederle product to ¢ ie id Vitamin B Complex 






Presents the entire B complex derived 
from liver, plus other important 
nutritional factors. Helps to ensure 
normal cell life and growth and 
resistance to infection. 


supply such vital factors to meet the 


needs of patients of all ages, 


VA Capsules: Bottles of 25. 100 and 500. 
Tablets: Bottles of 25, 50, 100 and 
Ja, 1,000. Liquid: Bottles of 4, 8 and 
Cl 12 0z. 
ar 


PRENATAL CAPSULES 


Supply sufficient vitamins, bone-forming minera's 


Om gS oe en° 

a $ and haematinic factors to meet the nutritional needs 
‘eh : of the mother and child during pregnancy and 

, 
, j lactation. 
Pat Bottles of 30, 100 and 1,000. 
7 
VI-MAGNA* CAPSULES 
Multivitamins 


One Vi-Magna Multivitamins Capsule daily—containing folic 
acid, B,, and other essential factors—leads to improvement 
in stamina, endurance and general well-being. 


<S > Bottles of 30, 100 and 1,000, 
5 





vee _ 


DS y RE, Sat ‘ 


GEVRAL* CAPSULES 
Brand of Geriatric Vitamin Mineral Supplement 


This product has been aptly said to “‘ add years to life 


and life to years”. Is a classic combination of 13 eo 

: Sy 
vitamins and 12 minerals, Restores vigour and well- a 
being, promotes resistance to infection in those past 4 





middle age. 
Bottles of 30. * Reg. Trade Mark 


Detailed literature on all above products on request 


C Lederie) LEDERLE LABORATORIES DIVISION 


(yanamid I. roducts Lid BUSH HOUSE, ALDWYCH, LONDON, W.C.2 TEMPLE BAR 5411 
16 
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In the severer forms of HYPERTENSION ... 
































RAUWILOID + VERILOID 


RAUWILOID +VERILOID is a striking example of drug ° 
complementation. It combines in one tablet 1 mg. of 


‘Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia Available in 
serpentina and 3 mg. ‘Veriloid’ brand alkaloids of Veratrum Bottles of 

viride. ‘Rauwiloid’, by widening the margin between the effec- 100 and 500 
tive therapeutic dose of ‘Veriloid’ and that producing side Tablets 


actions, enables satisfactory hypotensive doses of ‘ Veriloid’ 
to be given to most patients. The combination is ideal for 
relieving the symptoms of moderate to severe hypertension. . 
It is effective, safe, produces a minimum of discomfort to the 


patient and exerts a prolonged antihypertensive action. RI R 
“The addition of ‘Rauwiloid’ makes ‘Veriloid’ easy to adminis- 

ter, more effective and practically does away with unpleasant 
side reactions’’. 








See Amer. J. Med., (1954) 17 : 629. 


*RAUWILOID’ and *VERILOID’ are Registered Trade Marks; Regd. Usersi 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH LEICS 
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BOOTS PURE DRUG COMPANY LIMITED 
—pioneers in the large scale manu- 
facture of Insulin—offer a complete 
range of Insulins including the 
new Insulin Zinc Suspensions 
(lente insulins), Isophane Insulin, 


(N.P.H. Insulin), Soluble Insulin, 


This fully descriptive booklet on Boots 


Insulin Preparations and their characteristics 


has just been published. ye 


A copy will gladly be sent on request 


BOOTS PURE DRUG CO. LIMITED 


NOTTINGHAM ENGLAND 
18 





Globin Insulin and Protamine 


Zinc Insulin. This range is cal- 
culated to suit every diabetic need 
and supplies of fresh insulin in a 


complete range of strengths are 


from retail chemists 


available 
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Penicillin to meet the needs of 


General Practice 


PERMAPEN 











by mouth Permapen tablets 


STABLE : TASTELESS - ECONOMICAL 








Pack of 18 foil wrap- 
ped scored tablets 
each 200,000 units 











: Permapen 
for children P P 
ond the Widerly oral suspension 
: PLEASANT TO TAKE : READY PREPARED 


Bottles 60 ml.— 
300,000 units per 
large teaspoonful 





ees Permapen Plus 
by EMAJCCCIOM | cox paviv, PERSISTENT & SUSTAINED ACTION 








Single dose vials con- 


taining 600,000 units 
. *Trade Mark of 


= Chas. Pfizer & Co. Inc. 


Worlds Langest Producer of Antibiotics 


Full literature is available and will be supplied on request 


PFIZER LTD - FOLKESTONE <- KENT ° tel: Folkestone 51771 
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+ ‘ ; ml & ® 
‘N \ THI S AN’ A rapidly effective antihistamine / 2s 
re: and analgesic preparation for , "Cw 
; i . : , a Detailed 
MEPYRAMINE symptomatic relief in allergic Per conten 


is available 
on request 


MALEATE and sensitization dermatoses 
and other irritant skin 


CREAM conditions. 








A general purpose anti-infective 


; BR ul L | D | N cream for the prevention and y. 





treatment of infection in wounds y an —— 
DIBROMOPROPAMIDINE ; ; ( ui 
and for the treatment of , is available 
( impe etiginous skin f on request 
REAM y 
3 ge conditions. 























‘ ) . i? 
PHENERGAN y 
brand For the rapid control of inflamma- / 
PROMETHAZINE . . ° f 
tion, swelling and pain, and for the / Detailed 
‘ f literature 
» , « 
prevention and treatment of is atalielite 
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OSTEOPOROSIS * 


A. M. Cooks 
D.M. Oxfd, F.R.C.P. 
PHYSICIAN TO THE RADCLIFFE INFIRMARY, OXFORD 


THE SKELETON, out of sight and often out of mind, 
is a formidable mass of tissue occupying about 9% of 
the body by bulk and no less than 17% by weight. As 
Snapper (1952) has cruelly said, ‘‘ When budding 
physicians are first introduced to osteology, the skeleton 
seems to be only a collection of oddly shaped tubes and 
plates, consisting of calcium carbonate and calcium 
phosphate, and most members of the medical profession 
cherish this first impression for the rest of their lives.’ 
The stability and immutability of dry bones and their 
persistence for centuries, and even millions of years, 
after the soft tissues have turned to dust give us a false 
idea of bone during life. Its fixity after death is in sharp 
contrast to its ceaseless activity in life. Bone is in fact 
one of the most plastic tissues in the body with a large 
metabolic turnover, and ceaseless chemical and physio- 
logical activity throughout life. It is a living tissue with 
blood-vessels, nerves, and lymphatics. 


The Structure of Bone 


The gross anatomy of bone is too well known to — 


require more than passing comment. The compact bone 
is best seen in the shafts of the long bones. The cancellous 
bone fills the ends of the long bones and the centra of the 
vertebra, and forms the greater bulk of small bones. 
The anatomist’s division of bones into the somatic and 
visceral skeletons need not concern us here, nor need we 
do more than note in passing the division of the skeleton 
into cartilage bones and membrane bones. The latter 
classification is of interest and importance from the 
point of view of development ; but once bone is formed, 
whatever the method of ossification, its structure and 
physiological behaviour are the same. 

In compact bone (fig. 1), sections show the cylindrical 
Haversian systems consisting of a Haversian canal 
containing blood-vessels and sometimes lymphatics, 
surrounded by concentric lamella (Havers 1691). The 
spaces between adjacent Haversian systems are occupied 
by irregularly disposed interstitial lamelle. On the 
outside, for example, of the shaft of an adult long bone, 
are the outer circumferential lamella, which give a 
smooth surface to the bone, and similarly on the inside 
the inner circumferential lamellae. The general direction 
of the Haversian canals is longitudinal, although they 





* Abridged from the Lumleian lectures for 1955, delivered 
before the Royal College of Physicians of London on 
April 19 and 21, under the title of Some Aspects of 
Skeletal Disease. 
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are united by oblique branching canals. There are also 
canals at right angles to the bone surface by which 
nutrient vessels enter from the periosteum and com- 
municate with the Haversian canals. These are known 
as Volkmann’s canals and were originally thought to be 
caused by blood-vessels burrowing into the bone. This 
is now known to be an incorrect view because all blood- 
vessels in bone are developed in the matrix before ossifi- 
cation occurs. These canals are still known somewhat 
undeservedly by Volkmann’s name. 





Cancellous bone consists of trabecule arranged either 
in a random three-dimensional lattice, or condensed into 
so-called ‘‘ lines of force’? or ‘‘ trajectories.” Actually, 
compact and cancellous bone are essentially the same 
in structure. Both contain lamin, and cancellous bone 
may contain Haversian systems. They differ only in 
their spatial arrangement. Every bone surface, other 
than those forming joints, is covered by a membrane, 
on the outside, inside the medullary canal, and over the 
surface of every trabecula. This membrane is, of course, 
known as the periosteum on the outside of the bone and 
the endosteum on the inside, but its function is precisely 
the same in both situations. The bone membrane con- 
tains osteogenic cells and plays a vital part in bone 
growth. 


This is no place to enter into the interesting con- 
troversy about the function of the periosteum that 
has raged for two-hundred years. Equally competent 
and careful workers have performed the same experiments 
and obtained exactly opposite answers—on the one hand 
that the periosteum can produce bone de novo, and on 
the other that its function is to limit and restrict the 
growth of bone. Indeed, Sir Arthur Keith was forced 
to conclude that it looked as though the dogs of Edinburgh 
and Lyons were provided with a different kind of peri- 
osteum from the dogs of Glasgow. The explanation is 
now thought to be that the naked-eye periosteum is 
different from the microscopic periosteum. The former 
has two layers, an outer and obvious connective-tissue 
layer, and an inner and scarcely visible layer containing 
osteogenic cells. When periosteum is stripped from bone, 
the outer layer is removed, but part of the inner layer 
with its* osteogenetic possibilities remains adherent to 
the bone and part to the main sheet of periosteum 
(Ham 1934). This proves both sides of the controversy 
to have been right, but has made the papers of modern 
authors on bone growth rather less exciting. 

The shape of a bone is determined by various factors. 
The first is an intrinsic growth pattern, presumably 
related to the presence of organisers. Murray and 


Huxley (1925), Willis (1936), and others have shown that 
a tissue-culture of the axial mesoderm of a limb-bud 
will show a surprising degree of anatomical development. 
In the case of the lower limb, the tissue-culture differenti- 
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Fig. |—Microscopical appearances of normal compact bone from Hassall (1849). a,b, and c are low, medium, and high-power transverse sections, 
and d a low-power longitudinal section. 
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ates into a recognisable femur, with head, neck, tro- 
chanters, and condyles, and may even show the beginnings 
of joint formation. Secondly, the shape of a bone is 
modified by the mechanical forces that the bone is there 
to resist. Numerous observations have shown that if by 
accident in man, or by experiment in animals, a limb is 
deformed or one of the bones in the forearm removed, 
all the bones in the limb will rapidly adapt themselves 
to the new functional requirements. This phenomenon 
is related to the disposition of the trabecule and the 
formation of trajectories, about which I shall have more 
to say shortly. Thirdly, some bones are modified by the 
soft organs which they enclose—the skull by the brain, 
the ribs by the lungs, and the otic, optic, and nasal 
capsules by their contents. Fourthly, bones must 
compromise with neighbouring organs, as shown in the 
human tibia which is moulded by lateral pressure of the 
muscles lying against it. Fifthly, the shape of a bone 
may be influenced by the earlier structures that it has 
superseded, such as the relation of early cancellous bone 
to its preceding cartilage. The last factor is respect for 
the needs of the other functions of bone—for example, 
leaving room for the marrow (Murray 1936). 


Bone under Stress 


Of these factors, one which I should like to deal with 
in greater detail because it is relevant to my general 
theme is the second—namely the effect of stresses and 
strains on bone. This is a problem that has exercised 
anatomists, zoologists, and physiologists for over a 
century. As long ago as 1827 Sir Charles Bell wrote that 
“This minute lattice work, or the cancelli which con- 
stituted the interior structure of bone, have still reference 
to the forces acting on the bone.’’ Most writers name the 
year 1886 as the start of the more scientific study of the 
structure of cancellous bone. Professor Culmann, 
professor of engineering at Zirich, is said to have had 
occasion to enter the dissecting-room of his anatomical 
colleague, Professor Meyer, and there happened to notice 
a longitudinal section of the head of a femur. Culmann 
had just been designing a crane and at once recognised 
the arrangement of the bony trabecul# as nothing more 
or less than a diagram of the lines of stress. In fact he 
is said to have cried out ‘‘ That is my ecrane.’’ Culmann 
and an anatomist, Wolff, wrote a paper comparing the 
crane to the femur (Thompson 1942). 


” 


Actually, Culmann, Meyer, and Wolff were anticipated 
by nearly half a century by a little-known Englishman. 
In 1838 F. O. Ward published in London a little book 
called Outlines of Human Osteology. This work has not 
received the attention it deserves—at any rate not in 
Oxford, for when I took the copy out of the Bodleian 
Library the pages were uncut. Ward pointed out that 
the neck of the femur resembled a wall-bracket in which 
some members are in tension and some in compression. 
He described this clearly in the text, and illustrated it 
with the drawing shown in fig. 2. 


When a block of any material is subjected to force, 
it temporarily changes its shape because of its elastic 
properties. These small changes are called strains, and 
the internal forces which resist the deforming actions of 
the external forces are called stresses. A strain is a 
linear movement, that is a matter of direction, but a 
stress is a force measured across an area of a plane. 
Whatever the nature of the external forces—tension, 
pressure, or shearing—and however complicated, at 
every point in any plane section there are two directions 
of principal stress, always at right-angles to one another. 
The stress in one direction is the maximal tension, and 
the other the maximal pressure. In the direction of the 
principal stresses there are no shearing stresses, but 
these will be present in any other direction. It is thus 


possible to draw lines on any imaginary section of a body 
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Fig. 2—Drawing from Ward (1838) comparing the trajectories of the 
femoral head with a wall-bracket. In both figures the members a 
are in compression and the bers b in tensi 





along the direction of probable stress. These lines may 
be straight or curved, but at all points in the body the 
two sets of lines remain at right-angles to each other, and 
the closer they are together in any region, the greater the 
probable stresses in that region, and vice versa. The 
fundamental idea in the trajectorial theory of bone 
structure is that the trabecule of cancellous bone follow 
the line of trajectories in a homogeneous body of the 
same form as the bone, and stressed in the same way. 
This was the theory based on Culmann’s crane and 
Meyer’s section of the femoral head. The theory has, 
however, been criticised on the ground that the trajec- 
tories are lines drawn from a number of arbitrarily 
selected points at certain distances from each other. 
If all possible lines were drawn, the diagram would be 
completely black, for the number of possible trajectories 
is infinite. In bone, therefore, we reach the paradoxical 
conclusion that if trajectories and nothing else determined 
the arrangement of the trabecule all cancellous bone 
would have to be compact bone. Something else is 
required to account for the existence of a lattice structure 
at all. Another objection is that if trabecule do not 
cross at right-angles, they are not trajectorial. And in 
any bone section a number of trabecule can be seen to 
cross at angles other than 90°. On the other hand, most 
of the trajectory diagrams of bones consider only the 
transmission by the bone (for example the femur) of the 
body-weight and take no account of the numerous and 
complicated stresses produced by muscular action. 
Whatever the rights and wrongs of the trajectorial 
theory, the trabecular arrangement of bone is modified 
by the stresses to which bone is subjected. An elaborate 
anatomical and mathematical analysis of the human 
femur by Koch (1917) has shown beyond doubt that 
stresses do determine the thickness, closeness of spacing, 
and arrangement of the trabecule. 


Apposition and Resorption 


Bone is a form of connective tissue consisting of 
ground substance and collagen fibres, in which have been 
deposited crystals of a caleareous material which render 
the structure more rigid than the other tissues of the 
body. The collagen fibres of bone are continuous with 
the rest of the connective tissues of the body, which 
indeed form continuous sheets of tissue; and there 
is no reason to think, as far as microscopy or chemistry 
can tell us, that bone collagen is substantially different 
from any other sort of collagen fibre. This view is 
supported by the fact that bone can be laid down in such 
varied tissues as the eye, meninges, tonsils, lungs, 
thyroid, ovaries, fallopian tubes, uterus, penis, kidneys, 
arteries, operation scars, muscles, fascia, and tendons. 
It is only right to say that ectopic ossification occurs 
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only as the result of some pathological process and in the 
presence of the reactive proliferation of young connective 
tissue or granulation tissue. It is not the type of patho- 
logical condition but the regenerative process common 
to all that counts. 

The bone cells or osteocytes have long protoplasmic 
processes which communicate with the adjacent Haversian 
canal and with the processes of other nearby bone cells. 
The life of bone depends on its osteocytes. If an osteocyte 
dies or is killed, resorption takes place. If the process 
is extensive, resorption takes so long that a piece of 
dead bone separates—i.e., the patient develops a 
sequestrum. 

The life of an osteocyte depends in turn on the avail- 
ability of blood-supply. In the bone of dogs the maximum 
distance of an osteocyte from a capillary is 0-2 mm. and 
most are within 0-1 mm. That is why a large trabecula 
more than 0-2 mm. across usually has a central blood- 
vessel (Ham 1952). It also explains why bone, in com- 
mon with other vascular tissues, is very susceptible to 
interference with its blood-supply. 

There have been various controversies about the 
origin, nature, function, and mode of action of osteoblasts 
and osteoclasts. It is now generally agreed that whatever 
the detailed answers to these questions, it can be taken 
that the presence of osteoblasts on a bone surface means 


that bone is being laid down, and the presence of osteo- 


clasts that it is being resorbed. These facts enable the 
histologist to say what processes were going on at the 
moment that the bone was killed or fixed. Moreover, 
bone carries in its structure indelible records of its past 
history. When growth ceases, a chemical change takes 
place in the lamina at the surface that gives a different 
staining reaction—the so-called cement line. If the line 
is straight, it is called a sting line and means that 
growth ceased there and «as then resumed. If bone 
resorption is in progress, the erosion by osteoclasts is 
irregular, causing dents in the bone—Howship’s lacune. 
If the process is then changed to growth by apposition, 
the wavy cement line so caused is known as a 
reversal line. It is often possible to see where a new 
Haversian system has invaded old ones, and some- 
times three génerations of Haversian systems can be 
identified. 

It is generally agreed that all changes in the shape of 
normal bones, whether macroscopic or microscopic, occur 
by resorption and apposition at bone surfaces. And the 
term surface must here be used in the widest and most 
literal sense because it includes not only the outside of 
the bone, the inside of the medullary cavity (if it is a 
long bone), and the surface of every trabecula, but also 
the inside of every Haversian canal and Volkmann’s 
eanal. The reactive surface of bone is an immense 
area. 

As about 99% of the calcium in the body is situated 
in the bones, it is natural to suppose that it forms a 
reserve that can be called upon to provide calcium for 
other purposes. Calcium ions are, of course, concerned 
in such vital functions as neuromuscular activity and 
clotting of the blood. In pregnancy and lactation, too, 
requirements are great. In starvation, the body con- 
serves protein, iron, sodium, and potassium, but the 
excretion of calcium and phosphorus continues at the 
same level as in normal circumstances. Nevertheless, the 
blood-levels of calcium and phosphorus remain normal, 
so there must be a drain from the skeleton. There is 
reason to think that this occurs equally from all bone 
surfaces. Therefore the effects are much more obvious 
in cancellous bone than in compact bone. If one imagines 
a single lamina to be removed from, say, the compact 
bone of the shaft of the femur, which is '/, in. thick, there 
would be no appreciable difference, but the removal of a 
lamina from each side of a thin trabecula would be a 
much greater proportional change. 


ORIGINAL ARTICLES 


[aprit 30, 1955 879 


The Organic Matrix 


As I have said, bone is first and foremost a variety 
of connective tissue. It is calcified and rendered hard 
as a secondary phenomenon. The fact that after death 
the mineral part of bone persists long after the organic 
part has disappeared must not delude us into neglecting 
the importance of bone matrix. It is indeed the most 
important part of bone, because, although it is possible 
to have histological bone without calcification, it is not 
possible to have bone at all without a scaffold of matrix. 
The organic part of bone comprises over half its weight 
and about two-thirds of its volume. It is composed of 
cells, osteocytes, osteoblasts, and osteoclasts, the collagen 
fibres, and the cement substance. 

‘In immature bone—that is, in the young animal or 
in rapidly formed bone such as callus around a fracture— 
the collagen fibres are laid down in an irregular feltwork, 
so-called fibrous bone. In adult bone and callus which 
has had time to rearrange itself, the fibres are organised 
in regular laminew, so-called laminated bone. The 
lamine show a remarkable arrangement of collagen 
fibres where alternate layers are at right-angles to one 
another with other layers between them placed obliquely 
(Lacroix 1951). This device anticipates by a few million 
years reinforced concrete, plywood, and laminated 
plastics, and gives great physical strength both in 
compression and tension. 

The fibrous nature of bone can be easily demonstrated 
by pricking it with a round sharply pointed instrument, 
such as an awl. The point makes a round hole, but when 
it is withdrawn leaves a linear split, or cleavage line, which 
indicates the general direction of the collagen fibres in 
the outer circumferential lamell (for general reviews, see 
Armstrong 1944, Weinmann and Sicher 1947, Ham 1953). 

Study of the more minute structure of bone takes us 
into a microscopic and submicroscopic world of bewilder- 
ing complexity, but I would like to remind you of some 
of the established facts that have bearifgs on bone 
function. The ordinary light microscope has a maximum 
resolution of about 2000 A (1 A is a ten-millionth of a 
millimetre). The electron microscope has a maximum 
resolution of about 20 A—that is about one hundred times 
that of the light microscope. The light microscope 
enables us to distinguish bundles of collagen fibres. 
Studies by polarised light and X-ray diffraction reveal 
indirectly the orientation of collagen fibres and bone 
crystals. The application of electron microscopy has 
enabled the actual bone crystals to be measured and 
photographed (Robinson 1952). The sequence of events 
in bone formation seems to be that the osteoblasts 
produce the primitive matrix, after which phosphatase 
appears in the cell and later in the matrix itself. As the 
matrix matures, collagen fibres appear and the cement 
substance undergoes changes that cause it to stain 
metachromatically. Then, but not before, bone crystals 
are deposited and bone results. The electron microscope 
also enables us to see clearly the differences in arrange- 
ment of the collagen fibres in fibrous and laminated bone. 


The Mineral Constituents 


The mineral constituents of bone are equally complex 
(Huggins 1937, Nicolaysen, Eeg-Larsen, and Malm 1953). 
The main constituent of bone mineral is a double salt of 
calcium phosphate and calcium carbonate (Logan 1940). 
For some reason that I have never been able to under- 
stand, writers on this subject seem determined to show 
that this substance is the same as some known mineral 
dug up from the earth. It has been variously identified 
with dahlite, apatite, hydroxyapatite, and francolite. 
There is no biological reason why it should be a terrestrial 
mineral and equally no reason why it should not be a 
substance peculiar to bone. 

The skeleton contains not only 99% of the total 
calcium in the body but also 90% of the body citrate, 
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80% of the body carbonate, 25% of the body sodium, 
and 8% of the body water. The citrate, carbonate, and 
sodium are thought to lie in the cement substance in 
relation to the surface of the calcium phosphate crystals. 
There can be little doubt that these constituents of bone 
other than calcium and phosphorus fulfil important 
physiological functions, but little or nothing is known 
of the details. 

Bone crystals are blocks of about 500 x 250 x 100 A 
lying in the cement substance and in alignment with the 
collagen fibres. The rigidity of bone is thought to be 
due to the adhesion of the crystals one to another, to 
adjacent collagen fibres, and to the protein molecules 
of the ground substance by the attraction of hydrogen 
bonds. Bone can undergo small plastic deformations 
in which the. crystals slide over one another. The 
efficiency of this process depends on the physical state 
of the cement substance ; hence the greenstick fracture 
of the child and the brittle bones of the aged. The 
ageing of bone matrix is similar to that of intercellular 
substance in other parts of the body—namely, a slow 
process of dehydration. The water content of young bone 
is 30% and of old bone only 20%. 

Some idea of the size of bone crystals may be gained 
from the fact that if they were magnified until they 
were just visible to the naked eye, or 0-5 mm. across, a 
man’s femur on the same scale would be about three 
miles along. Their small size gives them a large surface 
area. One gramme of crystals has a surface area of 106 
sq. metres ; so the total area of a man’s bone crystals is 
nearly 100 acres. It might be supposed that this large 
area would make bone crystals chemically reactive ; but, 
owing to their block-like shape and internal structure, 
only the outer layers, amounting to 12 to 14% of the 
whole crystal, are readily available for exchange. Neuman 
and Weikel (1954) have shown from measurement of the 
rate of molecular exchange of phosphate ions in different 
circumstances that it can be postulated that the most 
rapid rate occurs in the hydration shell that surrounds 
the crystal, a slower rate with the exchange from the 
hydration shell to the crystal itself, and the slowest rate 
of all to the exchange of surface ions with sub-surface 
ions. This explains the rapid immediate exchange of 
bone crystals with injected radiophosphorus and also 
the rapidity with which the radiophosphorus can leave 
the skeleton again. The main mass of bone crystal is not 
in fact very reactive. The sodium in the bone behaves 
in a similar manner. Only about one-quarter is available 
for exchange with radiosodium, and equilibrium is 
reached with this moiety in about twelve hours. The 
unexchangeable portion is presumably bound to the 
crystals of bone mineral and is out of osmotic equilibrium 
with the body fluids (Miller and Wilson 1953, Edelman, 
James, Baden, and Moore 1954). 


Metabolism 


Information about the metabolic activities and the 
rate of turnover in bone has been obtained from experi- 
ments in animals with radioactive phosphorus (Hevesy 
1940). Injeeted labelled phosphate disappears rapidly 
from the blood, and in two hours only 2% remains. 
Most of it goes into the extracellular fluid, but some to 
exchange with various organs. The loss by excretion 
is negligible in short experiments. Most of the phosphorus 
retained finds its way into the bones, and after three 
months 92% of the radioactive phosphorus remaining 
in the body is in the skeleton. This sounds a large amount, 
but only a small proportion of the bone phosphorus has 
exchanged with the radiophosphorus, because there is 
so much more phosphorus in bone than in blood—about 
a thousand times as much per gramme weight. As 
might be expected, the phosphorus uptake is greater in 
growing bone and in the epiphysis than in the diaphysis. 
Hevesy, Levi, and Rebbe (1940) administered radio- 
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phosphorus in frequent small doses so as to keep the 
radioactive inorganic-plasma-phosphorus constant. Com- 
parison of the radioactivity of bone with plasma, weight 
for weight, gives an indication of the renewal rate of 
bone. By this method they found that after fifty days 
29% of the femoral and tibial epiphyses were renewed, 
but only 7% of the diaphyses. On the other hand, there 
was a 50% changeover in the scapula. 

Since this work, other experiments, for example those 
by Jowsey, Owen, and Vaughan (1953) with radioactive 
strontium, have helped to explain these figures. Radio- 
strontium is taken up by the skeleton, as is calcium, and 
it is possible to make effective autoradiographs of bone 
by this means. These observations have shown the very 
patchy nature of bone-building. Intense activity may 
be present in quite small areas, scattered about sometimes 
in an understandable manner, and sometimes for no 
apparent reason ; but it is probable that we merely do 
not know the reason. This patchy activity of normal bone 
in space is paralleled by its variable activity in time. 
Bigwood (1952) has pointed out that a normal man may 
be in negative calcium balance for a few days, and then 
in positive calcium balance for a few days for no apparent 
reason, but no doubt depending on the algebraic sum of 
bone resorption and bone apposition. Experiments by 
Govaerts and Dallemagne (1948) with radioactive 
phosphorus have shown that, when medullary new bone 
is built, nearly half the phosphorus does not come from 
the freely available radiophosphorus fed or injected, but 
from phosphorus already stored in the skeleton. This 
reminds us of the constant turnover of phosphorus and 
calcium from bone surfaces for use at other sites. Con- 
versely, experiments by Greenberg (1939) have shown 
that although phosphorus exchange occurs in the more 
vascular parts of bone, in the growing animal at any 
rate, it is not long before it is redistributed all over 
the skeleton. He estimated that the average stay of 
a phosphorus atom in the human body was thirty 
days. 

It is important to realise, as Leblond, Wilkinson, 
Bélanger, and Robichon (1950) in Ottawa have pointed 
out, that there are two types of reaction of injected radio- 
phosphorus with the skeleton. In the first, which they 
call “* exchange,” there is a rapid uptake and rapid release 
of phosphate. In the second, which they call ‘ precipi- 
tation,” there is actual formation of new bone, and the 
radiophosphorus persists at the site. These differences 
may well be due to exchange with the outer layers of 
bone crystal in the first instance and deposition of new 
bone mineral in the second. 


Making Old Bones 


The remoulding of the trabeculx of the child to adult 
form is part of a process that continues every hour until 
the person’s death. It is true that it takes place irregu- 
larly in space, but in every one of us there is at any given 
moment in some part of the skeleton active destruction 
going on, and elsewhere equally active rebuilding, with 
the expected result that from one year’s end to another 
we show no substantial change. Nevertheless, over a 
period of years changes do occur because the skeleton, 
like other tissues, undergoes development and growth, 
enjoys an all too brief prime of life, and then suffers a 
defervescence. 

This brings me to the general question of how long 
a man should live from the biological point of view. In 
a state of Nature, the hazards of insufficient food, 
the depredations of enemies, and the perils of epidemic 
disease give many species a hard struggle to maintain 
their existence. Few animals survive long beyond the 
end of the reproductive epoch, even in the protection 
afforded by captivity. Indeed, some species have 
special mechanisms to bring about the death of the 
individual after reproductive powers have ceased. In 
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the human species, broadly speaking, reproduction 
ceases in women about 50, and potency and fertility are 
greatly diminished in men after this age. It might be 
argued that owing to the helplessness of human babies 
and children they need parental protection, in the 
biological sense at any rate, until nubile, that is to say 
about 15 years. On these terms, Nature would not require 
us to survive much beyond the age of 65, and if we do 
so it is at our peril. But the prospect of life of a baby 
born today is about 59 years for a boy and 63 for a 
girl, and if a man survive till 50 he has an average 
chance of living to over 70, and a woman of 50 till 
nearly 75. 

It might be supposed that Nature would provide 
mankind with a body that operated with reasonable 
efficiency till the end of the reproductive epoch, because 
after that the individual is of no consequence as regards 
continuing the species. Common observation shows 
that there is something in this view. The degenerative 
diseases—cardiac ischemia, cerebral ischemia, cataract, 
osteo-arthritis, and the like—are uncommon before 50, 
and become increasingly prevalent thereafter. You will 
recollect that Osler spoke of the comparative uselessness 
of men over 40 and the complete uselessness of men 
over 60. It is after 50 that mankind turns to spectacles, 
false teeth, hearing-aids, and the other modern devices for 


making the latter half of life physically tolerable. It is - 


not surprising that the skeleton shares in this depressing 
involution. 

Various attempts to assess the normal age changes in 
the skeleton have been made. It happens that Western 
Reserve University and Washington University, St. 
Louis, possess between them over 4000 carefully docu- 
mented skeletons, collected respectively by Dr. Todd and 
Dr. Terry. By documented is meant that the age, sex, 
race, occupation, and medical history of the former owner 
of each skeleton is known. This is a unique collection 
of material and has been carefully studied by Ingalls 
(1931) and others. Briefly, total skeletal weight rises 
from 25 to 30 years, falls at 45, rises to another peak at 
55, and then steadily declines to 70, and no doubt beyond. 
The peak at 35 is regarded as the prime of physical life, 
and the decline that follows ‘“‘ marks the beginning of 
deterioration of bony tissue, the first real age change, a 
gradual lightening of the bones, an increase in their 
porosity and accentuation of some of the fine surface 
markings. In a word, the bone is past its prime and 
those physical characters which enable it to perform its 
function and determine its specific gravity and weight, 
suffer a gradual recession from the previous high water 
mark ” (Ingalls 1931). 

The second rise to 55 is probably spurious and accounted 
for by new bone formation around 
the articular surfaces, and in the 
skull and axial skeleton. The final 
fall carries the total skeletal weight 
to its lowest adult point. The 
bone becomes light and porous, loses 
some of its elasticity, and its factor 
of safety diminishes. 

It is this osteoporosis that I wish 
in particular to describe and discuss. 


Osteoporosis Defined and 
Distinguished 

The first of the many difficulties 
that we encounter is that of termino- 
logy. Many writers follow Humpty 
Dumpty—‘*‘ When J use a word, 
it means just what I choose it to 
mean ’’—and the literature of meta- 
bolic bone disease abounds in loose 
and apparently little understood 
terminology. 
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The general term 
decalcification is used 
to describe X-ray 


appearances or post- ; 
mortem findings in 
which the bones appear — 


to be deficient in 

mineral salts, or are 

unduly thin, soft, or 

brittle, and there is no 

clear reason for this 

occurrence. These 

changes may be due 

either to too little bone Fig. 3—Drawings from X-ray films of 
substance or to inade- the outlines of (a) normal and (b) 
quately calcified bone osteoporotic centra. 

matrix. Decalcification 

is not in itself an undesirable term, but it is usually 
possible to be more precise. 

Osteomalacia—iiterally softening of the bones—is used 
to describe the condition of the bones arising from 
deficiency of calcium or vitamin D or both. The clinical 
picture, X-ray changes, biochemical findings, histological 
features, and treatment are wholly specific for this 
condition, and it is plainly undesirable to use the term 
for any other disease. Nevertheless, the word is often 
used as a synonym for osteoporosis in such phrases as 
senile osteomalacia and even postmenopausal osteo- 
malacia. There are of course no such diseases, and the 
patient either has osteomalacia from deficient calcifi- 
éation of osteoid tissue or he has not. 

Osteoporosis—iiterally porosity of bone—is likewise 
used loosely to mean decalcification of unknown etiology, 
but, since the work of Albright (1947b), has come to have 
a specific meaning. The term is now reserved for the 
deficiency of bone arising from insufficient matrix forma- 
tion, in the presence of normal calcification of osteoid 
tissue. As the term has a clearly defined meaning, it is 
most desirable that its use should be kept precise, and 
reserved for the condition of inadequate bone formation 
from lack of matrix. 

Halisteresis—literally deprivation of salt—is a term 
that has been used to describe the state (now believed to 
be non-existent) where bone mineral is removed leaving 
osteoid tissue or uncalcified matrix. There is no evidence 
that such a state of affairs ever occurs, and if bone is 
destroyed, the destruction involves matrix and mineral 
equally and simultaneously. The only objection to this 
general rule is the observation of Ham (1952) that in a 
Howship’s lacuna it is sometimes possible to see in the 
concavity a minute brush-like fringe which could be 
interpreted as the ends of collagen fibres projecting from 





Fis. 4—Photomicrograph ( x = dhvndian on the left trabeculz from a normal spinal centrum 
and on the right those from an osteoporotic centrum. 
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the bone under destruction. There is certainly no 
evidence of any widespread demineralisation of matrix 
as a feature of natural bone resorption or pathological 
bone destruction. The term halisteresis has therefore 
died out in English and American writings, though it has 
lingered on in France and South America. Like the other 
terms, it is liable to misuse. 

The distinction to which I particularly wish to draw 
your attention is that between osteoporosis and osteo- 
malacia, because here confusion of terminology may lead 
to confusion of diagnosis, and hence to the wrong 
treatment of patients. 

Strictly speaking, osteoporosis is a pathological diag- 
nosis and can be made with certainty only by the 
morbid histologist, but there are a number of clinical 
features and X-ray appearances which often justify this 
diagnosis in the living. 

The salient feature of the morbid anatomy is that 
there is atrophy of bone. The trabecule are fewer and 
thinner than normal. In the spine this causes the centra 
to shrink and be compressed, chiefly in their central 
part, so that they become biconcave (so-called “ fish 
vertebre ’’). The intervertebral discs expand and 
become biconvex (fig. 3). The nucleus can absorb water 
and enormously increase in size, exerting great pressure 
as it does so. These expanded discs and Schmorl’s nodes 
can occur together. The spine as a whole shows a 
rounded kyphosis and is shorter than normal. The 
osteoporotic deformities, which are slight in the 
neck, become increasingly evident from above down- 
wards and are usually most advanced in the lumbar 
region. 

The histological picture is that there is simply too little 
bone: what there is consists of bone of normal structure 
(fig. 4). It may be in the state of undergoing resorption, 
of being stationary, or of growing by apposition of new 
matrix and new bone. 


(To be concluded) 


A MORPHOLOGICAL CRITIQUE OF 
TEMPORAL LOBECTOMY 


L. CromE 
M.C., B.Com. Edin., M.R.C.P.E. 
NEUROPATHOLOGIST, THE FOUNTAIN HOSPITAL, LONDON 


Tue diagnosis of ‘‘ temporal lobe’’ epilepsy is being 
made more frequently and the practice of temporal 
lobectomy is growing. As the case in favour of this 
operation rests partly on the discovery of lesions in all 
the resected lobes (Earle et al. 1953, Falconer 1954, Meyer 
et al. 1954, Liddell and Northfield 1954), it may be useful 
to record findings which throw doubt on the significance 
of these structural abnormalities. 

The abnormalities recorded are of two kinds : (a) lesions 
with distinctive features (such as tumours, cysts, hamar- 
tomata, and scars) usually circumscribed and obvious to 
the naked eye; and (6) lesions with less easily defined 
morphology, usually diffuse and only apparent micro- 
scopically. The. latter form the majority—14 in the 
series of 18 of Meyer et al. (1954) and 100 in the 157 of 
Earle et al. (1953). They consist mainly of meningeal 
fibrosis, cellular proliferation in the white matter, 
sclerosis of the Ammon’s horn, cortical atrophy, and 
subpial gliosis, one variant of which is the ‘‘ incisural 


sclerosis > mentioned by Earle and his colleagues. 

This paper presents evidence that similar lesions can 
be found occasionally in the temporal lobes of people with 
no epilepsy ; that when they occur in epileptics they are 
not confined to one of the temporal lobes; and that 
they are quite common in mental defectives whether or 
not these have fits. 
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Temporal Lobes in Non-epileptics 

The temporal lobes of 29 non-epileptic patients (controls) 
were examined for microscopical diffuse lesions. Coronal 
blocks were embedded in celloidin, and sections 20 pu thick 
were prepared and stained with cresyl-violet and with 
phosphotungstic acid and hematoxylin. 

It became obvious at once that, if the lesions were 
only slight, their detection was a very subjective matter. 
Judging by the illustrations provided in the biopsy 
reports cited above, many areas of the temporal lobes 
of several of these controls were likewise pathological, 
while some showed greater abnormality (tables 1 and 1). 
Further, neither of the above-mentioned stains gives 
consistent results always. It therefore proved necessary 
to record some results as doubtful. 

Table 1 shows that in 8 non-epileptic patients the 
following structural abnormalities were found in the 
temporal lobes: meningeal fibrosis (6), subpial gliosis 
(6), cortical atrophy, including diffuse cellular degenera- 
tion (5), and gliosis of white matter (4). No selerosis of 
the Ammon’s horn was observed. 

Table 1 shows that in 21 non-epileptic but mentally 
defective patients the abnormalities were: meningeal 
fibrosis (13), subpial gliosis (15), cortical atrophy (15), 
gliosis of white matter (16), and sclerosis of the Ammon’s 
horn (5). 

The lesions were more conspicuous in the brains of the 
mental defectives; but except for sclerosis of the 
Ammon’s horn, they were also present in the brains of 
the mentally normal patients. 


Temporal Lobes in Epileptic Mental Defectives 


I have previously described (Crome 1954) the main 
findings in the brains of 61 mentally defective children 
with epilepsy. Their mental condition made classification 
of fits uncertain, but the fits were described as major in 
40, minor in 5, mixed in 5, atypical in 2, and unspecified 
in 9. Psychomotor phenomena, hallucinations, and the 
nature of any aura could not, of course, be ascertained. 
Electro-encephalography was done in 7 cases. All the 
records were abnormal but none were described as 
characteristic for ‘‘ temporal lobe’’ epilepsy. In 
all cases there was some _ structural abnormality 
(table 111). 

For the present purposes this material was re-examined 
to decide whether the temporal lobes had been affected 
in any special way. Sections of the celloidin-embedded 
material were available in 30 cases (table Iv). 

As expected, every temporal lobe presented some 
abnormality, and usually many. Comparison of these, 
however, with lesions elsewhere in the brain made it 
obvious that, apart from sclerosis of the Ammon’s horn 
in 9 cases, none was peculiar to the temporal lobe, nor 
was there evidence of any significant difference in the 
extent and distribution of the lesions. Moreover, all the 
lesions were bilateral, except in 2 cases with embolism 
of a middle cerebral artery, and in none were the lesions 
restricted to the temporal lobes. 

The only real difference between the structural abnorm- 
alities in the temporal lobes and in other areas was 
sclerosis of the Ammon’s horn in 9 of these cases. This 
is also one of the lesions found in biopsy specimens in 
‘‘temporal lobe ’* epilepsy—e.g., in 5 of the 14 cases 
reported by Meyer et al. (1954). 

Can this sclerosis mean that the fits originate in the 
temporal lobes ? It seems unlikely, since it is well known 
that this lesion is often found in all forms of epilepsy and 
is nowadays generally considered to be the result and 
not the cause of fits—produced, perhaps, by anoxic 
episodes. In the present series, as in many previously 
published cases, this sclerosis was associated with lesions, 
particularly sclerosis, in other areas of the brain; so 
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there appears to be no reason for attaching special 
epileptogenic importance to the Ammon’s horn and the 
temporal lobes. Moreover, this sclerosis is by no means 
constant in biopsy specimens in “ temporal lobe” 
epilepsy, and it oceurs occasionally in the absence of 
epilepsy (see above). 


TABLE Ill THE MAIN STRUCTURAL ABNORMALITIES IN THE 
BRAINS OF 6] EPILEPTICS 
2 ——-—- —— 
No | No, 
Abnormality of Abnormality | of 
cases } cases 
Reduction in weight we 53 Absence of corpus callo- 
Ventricular dilatation - 45 sum .. ne ro a 
Localised agenesis or atro- Atrophic changes associ- 
phy . se a 31 ated with retrolental 
Ulegyria .. j re fibroplasia aie i 2 
Cysts and cavities } 18 Pachygyria 2 
9 


Changes of uncomplic ated Fusion of frontal lobe .: : 


mongolism . Mongolism with cerebral 
Localised or diffuse indura- abscess ez. 

tion 18 Mongolism with e mbolism| 2 
Fibrosis of meninges (ma- | Marked cerebellar sclero- | 

croscopical) = s% 7 sis 2 
Microgyria. . ; oat 6 | Lipidosis 1 
Tuberous sclerosis Changes associated ‘with 
Calcification gargoylism nee 1 


Porencephaly ee 7 
Megalencephaly i 
| 


5 
3 
Obstructive hydroce phalus | 2 
Arhinencephaly , .r S 

| No gross abnormality 


It remains to consider what relation these abnorm- 
alities in the brains of epileptics who are mentally defec- 
tive bear to epilepsy in persons of normal intelligence. 
Though this must be largely speculative, in my experience 
such lesions, although often more severe, are not usually 


TABLE I—STRUCTURAL FEATURES IN TEMPORAL 
| 


Case! m Agel Menin- 
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TABLE IV-——-STRUCTURAL ABNORMALITIES IN THE 


LOBES OF 30 EPILEPTICS 


TEMPORAL 


No. | No. 
Abnormality | of | Abnormality | of 
new B cases 
Reduce tion in size o- | 24 | Mier rogyria ea 4 
Subpial gliosis o* 22 Fibrosis of me ninges 5 
Partial or localised agene sis Tuberous sclerosis a oe 
or atrophy | 15 | Calcification ee ct e 
Cortical cellular atrophy. 21 Pacbygyria : 2 
Increase in number of glial } | Softening due to e mbol-| | 
cells in white matter .. | 20 ism — ae 2 
Ulegyria .. ‘ ats | 12 | Lipidosis 
Cysts and cav ities 10 | Changes assoc iated with 


Sclerosis of the Ammon’s 8 | gargoylism 
horn ee ee os 9 | | 
different in kind from those in other chronic cerebral 


disorders. Mental defectives with extremely deranged 
brains present lesions which often are only much magni- 
fied reproductions of conditions in more normal people. 
Hence it would be reasonable to expect in this series 
lesions characteristic of ‘‘ temporal lobe”’ epilepsy. The 
absence of any significant localisation in the temporal 
lobe suggests that lesions in biopsy material are also 
probably not confined to one temporal region. This was 
so in the single example coming to necropsy in the series 
of Meyer et al. (1954): changes in one temporal 
were seen after resection, but similar changes 
were discovered in the opposite temporal lobe after 
death. 

Structural changes described in biopsy material by 
previous workers fell, as mentioned above, into two 
groups—discrete and diffuse. My material suggests that 


PATIENTS OF NORMAL INTELLIGENCE 








= . Ss *leros is 
Gliosis of | Sclerosis 











_ ‘Vesiec - - | : Subpial Cortical tattn oO Ontos Pr é « 
no. |' ex 0 r.) Clinical feature: —.. gliosis | atrophy =. Ammon’s Chief additional features 
1 | M| 38 | Acute poliomyelitis + | Doubtful | - "Staining unsatisfactory 
2 M | 57 | Meningovascular syphilis | + | | + - | Staining unsatisfactory 
3 M | 42 | Lymphosarcoma of meninges | : | Doubtful Niss] staining unsatisfactory 
4 M | 32 | Acute poliomyelitis | Doubtful <a 
&§ | F 3¢ Subarachnoid hzemorrhage | + - | - 
6 | M | 33 | Acute perivenous encephalitis + | : Lesions of perivenous encepha- 
} | | " litis not present in temporal 
| | lobe 
7 F | 44 | General paralysis of insane treated { Doubtful +4 | Staining unsatisfactory 
| | with malaria 
8 | M| 17 | Acute poliomyelitis + | 
| ' | 
TABLE II—STRUCTURAL FEATURES IN TEMPORAL LOBES OF NON-EPILEPTIC MENTALLY DEFECTIVE PATIENTS 
| | | 
9 M | 25 | Congenital mental defect, feeble- t | + + . | 
| | mindedness, diabetes | | | 
10 | M/! 4 Unclassified congenital idiocy Generalised cortical atrophy 
11 M | 14 | Mongolism, imbecility 4 * 
12 | M 2 | Microcephalic idiocy, terminal | } «4 | 
| meningitis 
13 F 3 | Slight microcephaly, patent fora- Marked disorientation of nerve- 
men ovale, idiocy | cells 
14 M | 7 | Moderate microcephalic idiocy t es 
15 M | 11 | Gargoylism | | | 4 Distension and ballooning of 
| | nerve-cells, meningeal cellular 
| infiltration 
16 M | 56 | Unclassified feeblemindedness Doubtful | Doubtful | po | Staining unsatisfactory 2 
17 F 2 | Microcephalic imbecility + + Doubtful | | Increase of capillaries in white 
| | matter, Niss!] staining unsatis- 
| factory 
18 M 7 Idiocy possibly caused by Rh | + + | 
incompatibility : : 
19 M 7 | Obstructive hydrocephalus + | + + 4 i | Ventricular granulations 
20 F | 24 | Microcephalic imbecility with t | + ' Marked neuronophagia 
| | diplegia | | } } 
21 M 2 Mongolian imbecility Doubtful | Doubtful | Doubtful | Staining unsatisfactory 
22 M 2 | Idiocy possibly caused by Rh + + | | t Status marmoratus of thalamus 
| incompatibility 
23 M 4 | Slight microcephaly, athetosis, Doubtful | | 
| imbecility 
24 M 1"/,| Microcephalic idiocy Doubtful | Pachygyria and microgyria 
25 F | 4 | Mongolian imbecility Doubtful | - Status spongiosus of white 
| | | matter 
26 F 6 | Hydrocephalic idiocy 
27 M > | Unclassified imbecility | : | 
28 F » | Imbecility following tuberculous t + 
| meningitis 
29 M 4 | Mongolian feeblemindedness - Doubtful Doubtful - 








ones +, + , and + + + in order of severity. 


Indeci isive results due to unsucce satuls staining are marked as do ubtful, results doubtful in spite of satisfactory staining as 
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tL, and positive 
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lesions may be expected elsewhere in the brain when 
either type is detected in a single temporal lobe, since, 
except for tumours, they were all represented here and 
were always widely scattered. 


Discussion 

This study throws doubt on the significance of certain 
lesions found on biopsy and alleged to account for most 
cases of “ temporal lobe’’ epilepsy. Such diffuse and 
microscopic abnormalities occur in the temporal lobes 
of patients with no such clinical picture ; moreover, their 
detection is unreliable. 

The study also indicates that, in mental defectives 
with epilepsy, brain lesions are neither peculiar nor 
confined to the temporal lobes. The material further 
suggests that, in ‘‘ temporal lobe” epilepsy, lesions 
when present in one temporal lobe will be accompanied 
by others elsewhere in the brain in many cases. 

The material in this report is small, and further observa- 
tions are clearly necessary to determine what constitutes 
normal variation, and what these structural abnorm- 
alities signify. It is possible, however, to reach some 
preliminary conclusions. 

It has long been known that certain cases of focal 
epilepsy are associated with lesions, usually circumscribed, 
such as tumours and scars, in one of the temporal lobes. 
The current extension of this concept to a large number 
of other cases seems to lack sufficient morphological 
evidence. It is still particularly necessary in any given 
case to exclude lesions outside the affected temporal 
lobe, even where an abnormality in the latter is beyond 
question. In most cases the clinical relevance, of whatever 
deviations are seen under the microscope has yet to be 
established. The present study suggests that their 
importance may be slight. 

I appreciate, of course, that the modern concept of 
‘* temporal lobe ”’ epilepsy rests not on morbid anatomy 
alone but also largely on the reported value of temporal 
lobectomy. But the findings recorded here indicate the 
need for careful reconsideration of the basis of clinical 
assumptions. 

Summary . 

The increase in temporal lobectomy is based partly 
on the examination of tissue, abnormalities 
being recorded in every published case ; but the signi- 
ficance of such abnormalities is doubtful. 

The microscopical appearances forming the sole 
abnormality in most of the published cases are not 
peculiar to ‘‘ temporal lobe’ epilepsy. They depend on 
subjective assessment and inconsistent methods of 
staining, and, where slight, are not always pathological. 

Whenever indisputable abnormality exists in one 
temporal lobe it is likely to be associated with lesions 
elsewhere in the brain and, possibly, in the opposite 
temporal lobe. Usually, therefore, disease will not be 
eradicated by removal of a single temporal lobe. 


resected 


The presence of certain lesions in the temporal lobes 
does not prove their responsibility for epilepsy or other 
symptoms. 

Further observation to determine what constitutes 
normal histological variation is necessary before impor- 
tance is attached to certain microscopical findings. 

I am greatly indebted to my lay and medical colleagues at 
the Fountain Hospital for their help, access to case-records, 
and discussion of this report. 
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EFFECT OF ADRENALINE 
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J. D. Hunter * R. I. 8. Bayuiss 
M.B. N.Z., M.R.C.P. M.D. Camb., M.R.C.P. 
MEDICAL REGISTRAR, ASSISTANT PHYSICIAN, 
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A. W. STEINBECK 
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LECTURER IN MEDICINE, UNIVERSITY OF QUEENSLAND 
From the Department of Medicine, Postgraduate Medical School 
of London 


WueEN the adrenal glands are healthy, the administra- 
tion of corticotrophin is usually followed by a fall in the 
eosinophil-count in the peripheral blood (Thorn et al. 
1948, Forsham et al. 1948). Since -this eosinopenia does 
not develop in addisonian patients but can be produced 
by giving both normal and adrenalectomised people 
pure adrenocortical hormones, there is good evidence 
that it is related to increased adrenocortical activity. 
This relationship has been confirmed by the simultaneous 
changes in the eosinophil-count and in the level of 
adrenocortical hormones in the blood after the adminis- 
tration of corticotrophin (Nelson et al. 1952, Gemzell 
and Franksson 1953, Hunter et al. 1955). 

The injection of adrenaline may also cause eosinopenia 
in man and laboratory animals. This response likewise 
has been attributed to increased adrenocortical activity 
because it is not observed to the same degree either in 
untreated addisonian patients or in adrenalectomised 
mice (Laragh and Almy 1948, Recant et al. 1950, Speirs 
and Meyer 1949, Bisso 1953). Recant et al. (1950) 
observed a mean change of -62% (range from -49% to 
~80%) in the eosinophil-count of healthy people after 
an injection of 0-3 mg. of adrenaline, whereas in 11 
patients with untreated Addison’s disease the mean 
change was only —21% (range from + 20% to -44%). 

Increased amounts of adrenocortical hormones have 
been reported in the venous blood of the adrenal glands 
of dogs and cats after the infusion of adrenaline, and in 
rats adrenaline depletes the ascorbic acid and cholesterol 
of the adrenal glands (a response taken to indicate 
increased adrenocortical secretion) (Vogt 1944, Long and 
Fry 1945, Pickford and Vogt 1951). 

These changes do not take place in hypophysectomised 
animals ; hence it has been suggested that adrenaline 
enhances adrenocortical activity indirectly by stimulating 
the hypothalamus and thence the pituitary gland to 
secrete increased amounts of corticotrophin. These 
observations form the basis for the adrenaline test of 
pituitary-adrenal function proposed by Recant et al. 
(1950). 

The validity of this concept has been called in question 
since the observation by Muehrcke et al. (1952) that, 
whereas in untreated addisonian patients the injection of 
adrenaline does not cause significant eosinopenia, it 
produced a significant fall in the eosinophil-count of 
36-78% in 5 adrenalectomised patients receiving constant 
cortisone maintenance therapy, although the administra- 
tion of corticotrophin induced no change in the eosinophil- 
count. This suggested that the presence of adrenocortical 
hormones was necessary for adrenaline to cause a signifi- 
cant eosinopenia, but that the eosinopenia was not 
directly due to increased adrenocortical activity. 

The study reported here was undertaken to find out 
whether the eosinopenia following the administration 
of adrenaline was due to increased adrenocortical secre- 
tion judged by direct measurement of the plasma level 
of adrenocortical steroids and by comparing the responses 
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TABLE I—PLASMA LEVELS OF 17-HYDROXYCORTICOSTEROIDS AND EOSINOPHIL-COUNTS AFTER INJECTION OF 
ADRENALINE 


| | Minutes after injection 


Adren- | 9 | 1 | 9 | 3 4 ‘ . 4 


| Eosinophil-count 


Case} «| Age! ——- - 2 ‘ 5 6 7 9 10 | 15 x0 | 60 Percentage change 
ae (yr.)} pom | | Initial (hr. after injection) 
; ms. ai eet count (per | 
| Plasma level of 17-hydroxycorticost« roids (ug. per 100 m1.) } ¢@.mm.) | 
| | | | | { | j 2 | 4 3 4 6 
ae Si eo om eee: =a | 
1 | M| 27 0-3 hb Ree Bey ES 14 eae Se ee 144 44 |-—61 |-70 $8 18 
2|M| 46 0-3 wre Pee FP 8 1 6/18/13 | 337 6 22 |- 28 13 13 
iF in 0-3 a. re Ae oa 16 mee a: ee eee 13 |-59 |-79 |-84 9 
¢ iat ae 0-3 tLe 2 <a a os 17 foe t OTS | 156 ; 0 64 64 64 36 
5 | M|28] 03 9i3asi..|% 10 | eo ee Ce 169 1-13 |- 87 18 |—38 1 
6 M | 38 0-4 8 wt sa 6 4S — bie eee 537 “ 60] .. 67 | -42 
7 M | 34 0-5 Beri: ete Sere em tis. ime 156 - 76 ‘i 68 10) 
8 | M| 56 0-3 7 | oy 7 | oi? ei ) } 131 nt) 33 |-28 | 0 13 
9 | M| 27 0:3 27 Ne | 22] | ccf SO 294 2 55 |—51 60 |—24 
10 M/}37/ 03 6 | ary bee 9 | Ee 7] 9 575 i+9 |-34 |-34 /-39] .. 
il M | 26 0-3 5 i 9 | | 9] 9/. | 125 1-5 |- 35 |-50 | -35 |-20 
12 | M}| 21 0-3 10] 9 8 | 12 ma ie & See 375 5 |—28 |-42 |-35 |-15 
13 | M | 65 03 | 6 2 9 ek ye ee P St ea 187 6 |-17]| .. 17 | +44 
14 M/31/| 0:3 | 11 j fe ae oe if" | 13 | 14 | 75 16 t1 |—51 51 11 
15 | M/ 28 0-5 17 | 13 Y ee < 16 | 14 | 16 162 Bes 64 | .. 50 |-23 
16 M | 34 0-5 7 | 4} ..].. TS he 181 1-64 |] .. I= 39 72 
| | Ana Mean =| 0 |-48 |~50 | 47 |-25 
| | } | | 


to adrenaline with those to single intravenous injections 
of corticotrophin. 


Material and Methods 


Corticotrophin 30 units dissolved in 10 ml. of saline 
solution was injected intravenously over 5 minutes into 
5 people, and adrenaline 0-3-0-5 mg. subcutaneously 
into 16 people, of whom most were healthy colleagues 
but a few were convalescent patients. These observations 
were controlled by eosinophil-counts after an injection 
of saline solution in 12 people, in many of whom 
eosinophil-counts had previously been made after the 
injection of adrenaline. 

All the observations were made between 10 a.m. and 
4p.m. The eosinophils in peripheral blood, obtained from 
a finger and stained by Randolph’s method, were counted 
hourly for 6 hours by one observer (J. D. H.). For each 
count two leucocyte-counting pipettes were used, and 
two Fuchs- Rosenthal counting-chambers were filled from 
each. 

The plasma level of 17-hydroxycorticosteroids was 
measured by the method of Nelson and Samuels (1952) 
modified by Bayliss and Steinbeck (1953). The accuracy 
of this method is such}that a rise or a fall of 4 ug. 


per 100 ml. of plasma can be considered a significant 
change. 

Results 
‘Adrenali..e 

The results are shown in table 1 and the accompanying 
figure. In most of tlie people adrenaline produced pallor, 
tremor, and palpitations. In all of them the eosinophil- 
count fell to a minimum at 2—4 hours after the injection 
but to widely different amounts, ranging from —17% to 
—84% (mean -55%). The mean falls 2, 3, and 4 hours 
after the injection of adrenaline were 48%, 50%, and 
47% respectively. 

The plasma levels of 17-hydroxycorticosteroids, which 
are known to cause eosinopenia, were determined in 
multiple samples of blood taken during the first 30 
minutes after the injection. Particular attention was paid 
to this time because the observations of Kelley et al. 
(1952), Sandberg et al. (1953), and Ely et al. (1954), 
published while our investigation was in progress, had 
not shown any increase in plasma-steroid levels 1-4 
hours after the injection of adrenaline, and because 
previous studies had shown that after an intramuscular 
injection of corticotrophin the peak of the plasma-steroid 
level was about 2 hours before the greatest fall in the 
eosinophil-count (Nelson et al. 1952, Gemzell and 
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TABLE II 


Hr. after injection 





Case . ge v ‘la | Ia i 2 3 
no. oe (yr.) 
| Plasma level of 17-hydroxycorticosteroids 
(ug. per 100 ml.) 
| | | | 
17 | F so 6] (646 a ar 28 23 | 
1 | M 36 | «(10 18 20 | 22 37 24 
19 | M 52 13 16 38 | 23 30 23 sO 
20 M 58 6 iz | 13 | 2% 30 26 
21 M 15 a ov , » - ; 
| 
‘ ? = - 
Franksson 1953, Hunter et al. 1955). Hence it was 


argued that if the eosinopenia, which is severest about 
2 hours after the injection of adrenaline, were due to 
increased adrenocortical activity the plasma-steroid 
level would be expected to rise within the first few 
minutes after the injection. 

No consistent change in the plasma level of 17-hydroxy- 
corticosteroids was observed. In case 1 the eosinophil- 
count fell by 70% and the plasma-steroid level from 
17 pg. to 9 ug. per 100 ml. In 6 people (cases 2-7) the 
plasma-steroid level rose by more than 4 yg. per 100 ml., 
and in each instance there was eosinopenia, the greatest 
change in the eosinophil-cqunt ranging from —28% to 
—84% (mean -—63%). In contrast 9 people (cases 8-16) 
showed a change in the eosinophil-count ranging from 
-17% to —79% (mean —48%) without any change in the 
plasma-steroid level beyond 4 ug. per 100 ml. 

For example, case 14, whose eosinophil-count fell by 
51%, had strikingly little variation in the plasma-steroid 
levels. The mean maximal fall in the eosinophil-count 
was not statistically greater in the people whose plasma- 
steroid level rose than in those in whom it did not change 
(t= 1-245). 

Control Observations 

No consistent changes in the eosinophil-count were 
observed in the 12 controls over the 6 hours’ observation, 
and in none did the eosinophil-count fall by more than 
22% (see figure). 

Intravenous Corticotrophin 

The results are shown in table 1m and in the figure. 
The greatest fall in the eosinophil-count took place 3-4 
hours after the injection, and the mean falls at 2, 3, and 
4 hours were 28%, 62%, and 71% respectively. The 
plasma-steroid level rose significantly 1 hour after the 
corticotrophin had been given, and in some people it 
rose within 15-30 minutes. 


Discussion 


These results show that the fall in the eosinophil-count 
induced by adrenaline is unrelated to increased adreno- 
cortical activity, because the degree of eosinopenia was 
the same whether or not the plasma-steroid level rose. 
Furthermore the greatest fall in the eosinophil-count did 
not take place until 3-4 hours after a single intravenous 
injection of corticotrophin, whereas it took place at least 
an hour earlier after an injection of adrenaline. If 
adrenaline caused eosinopenia by releasing corticotrophin, 
one would expect the eosinopenia after the injection of 
corticotrophin to reach its maximum as soon as or sooner 
than, after the injection of adrenaline. The injection of 
adrenaline was not followed by a detectable rise in the 
plasma level of 17-hydroxycorticosteroids in 10 of 16 
people. The rise in the plasma-steroid level in 5 was 
much less than that usually observed after the injection 
of corticotrophin. Whether the increased adrenocortical 
activity observed in these 5 people was directly related 
to the adrenaline or to some other factor, such as emotion, 
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PLASMA LEVELS OF 17-HYDROXYCORTICOSTEROIDS AND EOSINOPHIL-COUNTS AFTER A SINGLE INTRAVENOUS 
INJECTION OF 30 UNITS OF CORTICOTROPHIN 


Eosinophil-count 





| 
{ | Percentage change (hr. after injection) 
Initial count —— = 7 
(per c.mm.) | 1 9 3 | 4 | 6 
oo | 112 is - 33 95 
11 | 50 0 ~24 74 64 
20 144 $l —44 72 - 56 
19 | 106 ' 0 |} 17 ~41 17 
‘4 125 } +15 20 — 60 | 75 
Mean r 28 62 -71 ~61 


must remain undecided ; but in view of the findings of 
Samdberg et al. (1953) it is clear that in man adren- 
aline does not necessarily cause increased secretion of 
adrenocortical hormones. 

On the available evidence it seems that the presence, 
rather than an increase, of adrenocortical hormones is 
necessary for adrenaline to lower the eosinophil-count 
more than 50% (Muehreke et al. 1952, Henry et al. 
1953). But, even in the presence of normal plasma- 
steroid levels, 5 of our subjects did not show an eosino- 
penia of this degree, and Fisher and Fisher (1951) have 
also emphasised that healthy people often have no 
significant eosinopenia after the administration of 
adrenaline. Therefore, if a person’s eosinophil-count is 
lowered more than 50% by the administration of adren- 
aline, adrenocortical function is probably normal. If, 
on the other hand, it is not lowered so much, no con- 
clusions can be drawn. Furthermore in other circum- 
stances—e.g., after severe burns and after trauma—the 
eosinophil-count cannot be used as a valid index of 
adrenocortical function. 


Summary 

Adrenaline causes a variable degree of eosinopenia 
which is maximal 2—4 hours after the injection, whereas 
after the intravenous injection of corticotrophin the 
eosinopenia is maximal after a delay of 4 hours. 

The eosinopenia after the injection of adrenaline is 
unrelated to any rise in the plasma level of 17-hydroxy- 
corticosteroids. 

These observations suggest that, in man, adrenaline 
does not cause increased adrenocortical secretion. 


REFERENCES 

Bayliss, R. I. S., Steinbeck, A. W. (1953) Biochem. J. 54, 523. 

Bisso, A, (1953) J. clin. Endocrin. 13, 1226. 

Ely, R. 8., Bray, P. F., Raile, R. B., Kelley, V. C. (1954) J. clin. 
Invest. 33, 1587. 

Fisher, B., Fisher, E. R. (1951) Amer. J. med. Sci. 221, 121. 

Forsham, P. H., Thorn, G. W., Prunty, F. T. G., Hills, A. G. (1948) 
J. clin. Endocrin. 8, 15. 

Gemzell, C. A., Franksson, C. (1953) Acta endocr., Copenhagen, 14, 

ane waar jun., Oliner, L., Ramey, E. R. (1953) Amer. J. Physiol. 

, 455. 

Hunter, J. D., Bayliss, R. I. S., Steinbeck, A. W. (1955) In 
preparation. 

Kelley, V. C., Ely, R. 8., Raile, R. B., Bray, P. F. (1952) Proc. Soc. 
exp. Biol., N.Y. 81, 611. 

Laragh, J. H., Almy, T. P. (1948) Ibid, 69, 499. 

Long, C. N. H., Fry, E. G. (1945) Ibid, 59, 67. 

Muehrcke, R. C., Staple, T. W., Kark, R. M. (1952) J. Lab. clin. 
Med. 40, 169. 

Nelson, D. H., Samuels, L. T. (1952) J. clin. Endocrin. 12, 519. 

Sandberg, A. A., Palmer, J. G., Tyler, F. H. (1952) J. clin. 

Invest. 31, 843. 

Pickford, M., Vogt, M. (1951) J. Physiol. 112, 133. 

Recant, L., Hume, D. M., Forsham, P. H., Thorn, 
J. clin. Endocrin. 10, 187. 

Sandberg, A. A., Nelson, D. H., Palmer, J. G., Samuel, L. T., 
Tyler, F. H. (1953) Ibid, 13, 629. 

Speirs, R. S., Meyer, R. K. (1949) Endocrinology, 45, 403. 

Thorn, G. W., Forsham, P. H., Prunty, F. T. G., Hills, A. G. (1948) 
J. Amer. med. Ass. 137, 1005. 


G. W. (1950) 


Vogt, M. (1944) J. Physiol. 103,' 317. 








Us 


of 
n- 


of 


ve 
no 
of 


n- 
If, 
n- 
n- 
he 


of 


ja 
as 


he 


in. 


8) 





THE LANCET] 
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MEDICAL REGISTRARS, CLATTERBRIDGE HOSPITAL, BEBINGTON, 
CHESHIRE 


THE tendency for cortisone and corticotrophin to 
enhance bacterial infections has been noted as one of the 
most important complications of therapy with these 
hormones. 


Coste et al. (1951) estimated that 10% of patients so treated 
developed infective complications, especially staphylococcal 
abscesses at the site of injection and acute pneumonia. 

Dubois-Férriére (1951) described a case of staphylococcal 
septicemia in,a patient under treatment with cortisone ; 
and Page (1954) reports two cases of fulminating pneumonia in 
patients treated with corticotrophin and with cortisone. 


In the following two cases fatal staphylococcal septi- 
ce#emia supervened. 
Case-reports 


Case 1.—A woman was diagnosed as having acute rheuma- 
toid arthritis in 1946 at the age of 39. While on treatment 
with ‘ Myocrisin’ she developed at the site of injection a 
staphylococcal abscess which required incision. In June, 1954, 
she was admitted for two months with an exacerbation of her 
arthritis and a mild erythematous rash over the forehead and 
malar regions. She had intermittent pyrexia and showed no 
clinical response to treatment with mepacrine and chloro- 
quine. Her intermittent pyrexia persisted until October, 1954, 
when she was readmitted with active arthritis and much loss 
of weight. On the basis of her skin lesions and the course of 
her illness, as well as laboratory investigations, disseminated 
lupus erythematosus was diagnosed. From the time of her 
readmission in October, 1954, the intermittent pyrexia con- 
tinued, and on Nov. 4 her temperature was 101-4°F. Examina- 
tion revealed rhonchi and occasional rales over both lung 
fields, and treatment with crystalline penicillin 500,000 units 
six-hourly was started and continued until Nov. 7. 

Cortisone Therapy.—On Nov. 5 concomitant therapy with 
cortisone 200 mg. daily was begun. Her general condition 
improved rapidly, and her temperature became normal for 
the first time in three weeks and remained so for the following 
eight days. On the ninth day of cortisone treatment (Nov. 13) 
she spent the morning walking about the ward. At 2.30 P.m. 
her temperature was found to be 103-8°F, and at 6 P.M. it 
was 102-2°F. She vomited a little on one occasion but other- 
wise felt well. Examination revealed no physical signs of 
disease. At 10 p.m. her temperature was 102°F and pulse-rate 
150. At 6 a.m. next morning she was found comatose, with 
temperature 103°F and blood-pressure 100/50 mm. Hg, and 
unresponsive to stimuli. She had no signs of meningeal irrita- 
tion, and all her limbs were equally flaccid, with normal 
plantar gesponses. She was given crystalline penicillin 
1,000,000 units immediately and 500,000 units six-hourly 
thereafter. By 10 4.m. her respirations had become stertorous, 
her blood-pressure had fallen to 70/40 mm. Hg. and there was 
slight neck rigidity. Lumbar puncture revealed a turbid 
fluid under normal pressure and containing 1200 cells per c.mm., 
mainly polymorphs ; total protein 120 mg. per 100 ml., and 
sugar 50 mg. per 100 ml., and a stained film showed poly- 
morphs but no organisms. There was no growth after twenty- 
four hours’ culture. The patient was given intrathecal peni- 
cillin 10,000 units. Her blood-pressure continued to fall, and 
an infusion with noradrenaline in 5% glucose-saline solution 
was started, which produced a temporary rise of blood- 
pressure, but her condition deteriorated and she died at 
10.45 P.M. 

Necropsy Findings.—The brain showed no gross changes 
beyond slight congestion of the meninges. The liver was 
considerably enlarged (72 oz.) and showed fatty change. The 
spleen was enlarged (13 oz.) and very soft. Both kidneys were 
of normal size; on their cortical surfaces were numerous 
small petechial hemorrhages and multiple small abscesses. 
Abscesses were also found in the substance of the kidney, 
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from which a penicillin-sensitive Staphylococcus aureus was 
grown. Death was due to staphylococcal septicemia. 


Case 2.—A man, aged 56, was admitted in September, 1953, 
with primary exfoliative dermatitis. Cortisone therapy was 
instituted, and he was maintained on an average dose of 
100 mg. daily. In March, 1954, corticotrophin therapy was 
started in addition to the cortisone, an average of 75 mg. of 
corticotrophin and 50 mg. of cortisone being given daily. This 
dosage was varied from time to time, and by November, 1954, 
the patient was receiving 50 mg. of corticotrophin and 50 mg. 
of cortisone daily, and his skin was improving. From his 
admission until November, 1954, his condition remained fairly 
satisfactory, and he was ambulant and complained only of 
cutaneous irritation. In March, 1954, he had developed a 
typical ‘‘moon’’ facies, which persisted. On Nov. 19 he 
developed over his right elbow a superficial abscess which 
discharged spontaneously and healed. A small inflammatory 
nodule on the dorsum of his left hand also cleared spontane- 
ously. On the evening of Nov. 26, while at rest in bed, he 
developed severe precordial pain which radiated down both 
arms and was associated with considerable dyspnea. The lung 
fields were normal on examination, heart sounds were faint, 
and heart size could not be estimated clinically. Myocardial 
infarction was diagnosed and was confirmed by electrocardio- 
graphy. In view of the skin condition treatment with cortisone 
and corticotrophin was continued. Two days later the patient 
became more dyspneic and slightly confused, He was found 
to have auricular fibrillation and received digitalis, which had 


little effect on the heart-rate. The dyspnea persisted for 


several days, but there was no further chest pain, and the 
patient was conscious.and able to eat his meals. On Dec. 3 
his condition deteriorated rapidly, and in three or four hours 
he became semiconscious. Towards evening his temperature 
rose to 102°F, and he was given crystalline penicillin 500,000 
units six-hourly ; he developed Cheyne-Stokes respiration and 
died next day. 

Necropsy Findings.—Meningitis was present, with a collec- 
tion of thick yellow pus covering the undersurface of the brain. 
The pericardium was grossly distended by thin yellow pus, 
and the left ventricle was considerably hypertrophied. In the 
interventricular septum were much scarring and fibrosis, 
associated with hemorrhage into the septum. Two small 
abscesses were found in the myocardium. Both kidneys were 
of normal size and contained several small abscesses in their 
substance. Staph. aureus was grown from the pus in the 
pericardial cavity and from the myocardial abscesses. Death 
was due to staphylococcal septicemia. 


Discussion 


Experiments on animals have given the impression 
that uncontrolled infections following treatment with 
either cortisone or corticotrophin are a result of over- 
dosage ; that this is not necessarily so is shown by one 
of the cases described by Page (1954) which had been 
treated with 20 mg. of corticotrophin gel for seven days, 
and by the present case 1 in which 200 mg. of cortisone 
was given daily for nine days. 

The causes of infections in patients treated with either 
corticotrophin or cortisone are not clear ; but, whatever 
the primary cause, the result is a disturbance of the 
host-parasite relationship in favour of the parasite. 

The practical problems are those of prophylaxis, early 
diagnosis, and suitable treatment. The routine adminis- 
tration of a broad-spectrum antibiotic as a prophylactic 
does not recommend itself to most physicians, and regular 
weekly diagnostic blood-cultures will only give a false 
sense of security. Regular clinical examinations are most 
important in the search for symptomless infections, and 
any clinical signs of disease should be fully investigated 
by radiography, blood-counts, and blood-cultures. 

There is both experimental and clinical evidence that, 
in patients under treatment with either corticotrophin or 
cortisone, antibiotics may become relatively ineffective. 
The reason for the need for larger doses of antibiotics 
than usual may, however, be a consequence of late 
diagnosis due to the masking of symptoms and not of 
some intrinsic effect of cortisone on antibiotics. 

Consideration should be given to the use of somato- 
trophic hormene (growth factor) in the prevention and 
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the treatment of infections in patients under treatment 
with either corticotrophin or cortisone. Selye (1951) 
considered on theoretical grounds that this factor might 
act as an antagonist to the infection-spreading action of 
corticotrophin and cortisone, and his experiments on 
animals have shown that this action can be completely 
prevented by suitable doses of purified somatotrophic 
hormone. Lewis (1953) reports that this work has been 
confirmed by H. J. Robinson. The somatotrophiec hor- 
mone and preparations containing several principles of 
the anterior lobe of the pituitary gland in combination 
with somatotrophic hormone are available commercially, 
and it should be possible for centres treating large num- 
bers of patients with corticotrophin and cortisone to make 
a controlled investigation into this possibility. 
Summary 

Two cases of staphylococcal septicemia complicating 
treatment with corticotrophin and cortisone are described. 

The use of gomatotrophic hormone in prophylaxis and 
treatment of such infections is suggested. 


We wish to thank Dr. F. J. Zacharias and Dr. D. G. Fresh- 
water, under whose care these cases were admitted; Dr. 
M. W. W. Wood and Dr. Zacharias for their encourage- 
ment and advice in the preparation of this paper; and 
Dr. H. MacLean for the necropsy reports. 
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WueENn we found that arterial grafts deteriorated 


when kept for three or four weeks in the solution of 
Gross et al. (1949), we care- 
fully studied the method of 
freeze-drying described by East- 
cott et al. (1954) of St. Mary’s 
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Fig. |\—Drying-tube and apparatus for snap-freezing. 


for the artery is of ‘ Pyrex’ glass 25 cm. long with an 
inside diameter of 32 + 1 mm. It is sterilised, plugged with 
cotton-wool, and, when autoclaved, is ready for the surgeon 
to collect the arteries. The construction of a rubber stopper 
carrying a suitable smaller pyrex glass tube to allow evacuation 
of the large pyrex tube, permanent sealing after completion 
of the freeze-drying, and a simple sterile method of recon- 
stituting the dried artery is shown in fig. 1. The rubber stopper 
used is a 3.B.22A type ‘ Subaseal’ artery-graft closure turn- 
over 67A with a central perforation ; the broader uppermost 
flange of this bung rides on the rim of the large pyrex tube, 
thus preventing the bung from being sucked inside by the 
high vacuum present at the end of the freeze-drying. A side- 
arm is blown on to a length of narrow pyrex glass tubing 
(15 em. long with an outside diameter of 9 mm.) about 3 cm. 
from one end of this smaller tube, and the diameter of this 
short side-arm is standardised to give an airtight fit with a 
small rubber bung, which is either a standard subaseal 3.B.11 
type turnover (1 ml.) vial closure or a subaseal turnover 
closure 13H.B.H.drab. The short end of the 15 cm. narrow 
pyrex tube—now a T tube—is inserted into the central 
perforation of the large rubber stopper, and the opposite end 
of the tube is closed either with a cotton-wool plug or a 
standard subaseal 3.B.16 utility cover-cap 9. All these parts 
assembled form the “head” of the tube containing the 
graft; tube and head together form the “ drying-tube.” 
The complete head is wrapped up in lint and sterilised by 
autoclaving at 15 lb. pressure for 30 minutes. The flanges 
of the sterile head should be moistened with a few drops of 
sterile liquid paraffin to ease insertion into the mouth of the 
pyrex tube containing the artery. 

Vacuum Equipment.—The essential parts of the equipment 
—vacuum pump, moisture-trap, and manifold for the drying 
tubes—are shown in fig. 2. The pyrex-glass manifold is 
connected in series by pressure tubing with a moisture-trap 
and a single-stage rotary vacuum pump (Edwards 1.8.150) 
protected by a phosphorus-pentoxide trap. The manifold 
has an outside diameter of 18 mm. and seven side-arms 30 mm. 
long, each having an outside diameter of 15 mm. To six of 
the side-arms a pyrex-glass high-vacuum stopcock with a 
10-mm. bore is connected by rubber pressure tubing, and to 
these are attached the drying-tubes. The seventh side-arm 
is permanently connected to a Pirani gauge head. The high- 
vacuum stopcocks enable each drying-tube to be igdividually 
connected to the apparatus and sealed off from it without 
accidentally breaking the vacuum of the whole system. 
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Fig. 2—Vacuum equipment for freeze-drying. 
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Method 


Collection of Arteries.—People aged less than 30 who 
have died from either trauma or poisoning are selected 
within six hours of death. Extensive patchy atheroma 
may be found even at this age, and only arteries which 
are regular in their consistence to palpation when empty 
are used for freeze-drying ; if patches of atheroma are 
felt, the arteries are stored in Gross’s solution. An 
aseptic technique is used to remove the whole aorta and 
the external iliac and femoral arteries as far as the 
origin of the popliteal arteries by an extraperitoneal and 
transpleural approach. The abdominal aorta is divided 
at the level of the renal arteries, and the external iliac 
arteries are divided at the origin of the femoral arteries ; 
the resulting four pieces of tissue are put in four sterile 
pyrex tubes, whose ends are closed with sterile cotton- 
wool. The tubes are taken to the department of bacterio- 
logy at once and freeze-drying started, or else they are 
stored overnight in a refrigerator whose temperature is 
maintained at +4°C. 


Sterilisation.—As an additional precaution the arteries are 
sterilised on arrival at the laboratory by treatment with a 
1% solution (v/v) of liquid ethylene oxide (B.D.H.). Since 
ethylene oxide boils at 10-7°C and is explosive and rather 
toxic, it must be stored in a refrigerator and handled in a 
cold-storage room at +4°C with chilled syringes and needles. 
Each artery is covered 
with a measured 
quantity of sterile 
physiological saline 
solution at +4°C, and 
for the sterile cotton- 
wool plug is substitu- 
ted a well-fitting sterile 
rubber stopper. Suf- 
ficient ethylene oxide 
is next added to give 
a 1% solution, and the 
tube is inverted several 
times over the rubber 
stopper to ensure 
uniform solution of the 
ethylene oxide. The 
tube is left at +4°C 
for one to two hours, 

Fig. 3—Sealing of drying-tube in vacuo. the rubber stopper is 

replaced by a sterile 
cotton-wool plug, and the tube is placed in a fume cupboard at 
room-temperature overnight to allow the ethylene oxide to 
evaporate. The saline solution is next poured off under aseptic 
precautions, the cotton-wool plug is replaced in the mouth of 
the tube, and the whole is inverted in a refrigerator at +4°C 
to allow all residual moisture to drain into the cotton-wool 
plug. Small segments of the artery are next cut off under 
aseptic conditions for aerobic and anaerobic sterility tests. 

Snap-freezing.—The tube containing the artery is fitted with 
the bung with attachments and immersed in a mixture of 
solid carbon dioxide and acetone in a quart-size ‘ Thermos’ 
jar for 15 minutes (fig. 1). The artery is then ready for 
immediate drying, or it can be kept in solid carbon dioxide 
at —79°C until it is convenient to dry it. 

Freeze-drying—Each stopcock is kept closed, with the 
vacuum pump running, until the drying tube is connected 
to it; the stopcock is next opened to obtain a high vacuum 
as rapidly as possible; sublimation of ice, with consequent 
fall of temperature, prevents softening of the frozen artery. 
The Pirani gauge shows the vacuum obtained and the amount 
of residual moisture at any given stage of the drying because, 
so long as sublimation from the artery takes place, water 
vapour in the system will prevent the pressure from reaching 
its minimum. When the limit of the vacuum pump under 
these conditions is reached (about 0-01 mm. Hg in the case of 
Edwards * Speedivac’ 1.8.150) it is assumed that no more 
sublimation will take place, and that drying is complete ; but, 
to be on the safe side, the vacuum pump is allowed to run for 
another one to two hours, during which the Pirani gauge 
should remain steady. 

Sealing in Vacuo.—Immediately before the sealing of each 
drying-tube its vacuum stopcock is closed to prevent accidental 
contamination of the other tubes still attached to the manifold. 
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for reconstitution of Fig. 4—Relationship between temperature 
the grafting material, and vapour pressure within evacuating 
is finally put round system during freeze-drying of a piece of 
the body of the femoral artery measuring 05 x 15-0 cm. 
tube. 

Reconstitution—The viskap seal is removed, and the 
exposed surface of the subaseal turnover closure (1l-ml. vial) 


-occluding the short side-arm is sterilised with either iodine or 


antiseptic triple dye. A sterile blood-transfusion giving set is 
attached by sterile rubber tubing to an infusion bottle con- 
taining saline solution with penicillin 100 units per ml. and 
streptomycin 100 wg. per ml. If desired, heparin (2 ml. per 
100 ml.) may be added to the reconstituting fluid. The 
needle is next pushed through the side-arm closure. Owing 
to the high vacuum the drying-tube fills easily with the 
solution. Reconstitution is complete within twenty minutes. 


Efficiency of Method 


Technicai.—For a rough assessment of the temperature 
changes taking place during drying, an alcohol thermometer 
was fitted in an airtight manner into one of the subaseal 
artery-graft bungs; the tip of the thermometer was man- 
ceuvred into the lumen of the frozen artery ; and the tempera- 
ture was read at regular intervals. These readings, and 
those of the Pirani gauge, which we used as an indication of 
the progress of drying, were plotted against time. Figs. 4 
and 5 show graphs obtained in this way during the drying of a 
piece of femoral artery measuring 0-5 x 15-0 cm. and of 
a piece of abdominal aorta measuring 2:0 xX 15:0 cm. 
The graph obtained by processing a main arterial tree—e.g., 
thoracic aorta, abdominal aorta with both iliac arteries, and 
the two femoral arteries—differs very little from that obtained 
with the 15-cm. piece of aorta. The curves, as may be 
expected, are flatter when large pieces of tissue are dried. It 
takes less than five hours to dry completely one femoral 
artery, twelve to thirteen hours to dry a piece of aorta 15 cm. 
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Fig. 5—Same relationship as in fig. 4 during freeze-drying of a piece of 
aorta measuring 2:0 x 15-0 cm. 
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long, and fourteen to fifteen hours to dry an arterial tree in one 
operation. The actual temperature of the drying arteries is 
probably a little lower than the readings obtained, owing to 
the error introduced by external conduction of heat along the 
inserted thermometer, but absolutely accurate measurement 
of the temperature was thought to be less important than a 
general impression of the efficiency of the system, which is 
well demonstrated by the graphs. The freezing mixture in 
the thermos container surrounding the moisture-trap remains 
at -79°C for more than twenty-four hours; it is therefore 
possible to continue the drying overnight without any 
attention if it is not completed by the end of a working day. 

Bacteriological.—Sterility tests are made aerobically in 
nutrient broth and anaerobically in Robertson’s chopped- 
meat broth ; these media, inoculated with small segments of 
artery, are incubated for five days. These and all other 
manipulations which require exposure of the artery are done 
inside an ultraviolet hood as used in virus and tissue-culture 
work. Thus contamination is excluded as much as possible. 
So far only once has a femoral artery proved to be not sterile 
owing to having touched the outside of the large pyrex tube 
accidentally when samples were taken for sterility tests. 

Clinical.—The reconstituted material is easy to handle, and 
the patient's clinical progress after the grafting of an aortic 
bifurcation prepared in this way is just as good as after that 
of a graft stored in Gross’s solution. 


Discussion 


The method of freeze-drying arterial grafts described 
by Eastcott et al. (1954) does away with the necessity 
for keeping the grafts at low temperatures during most 
of the process, and with increasing the temperature 
subsequently to eliminate residual moisture, as has been 
necessary hitherto for satisfactory freeze-drying of tissues. 
Their method, though simpler than those used by 
Marrangoni and Cecchini (1951) and Hufnagel (1954), 
consists of three stages: (1) primary drying in vacuo of 
frozen arteries ; (2) release of the vacuum, and secondary 
drying over phosphorus pentoxide ; and (3) secondary 
evacuation and sealing in vacuo with ‘ Picien’ high- 
vacuum wax after perforation of the rubber stopper with 
an aspiration needle. 

By the use of a special but simple closure head for the 
tubes in which the material is dried, of a pyrex-glass mani- 
fold with high-vacuum stopceocks between its side-arms and 
the drying-tubes, and by the insertion of a deep-cooled 
moisture-trap between the vacuum pump and the mani- 
fold, the process has been reduced to a single operation. 

Sterilisation with 1% ethylene oxide is not essential 
and can be omitted. Though it has a moderate bleaching 
effect, ethylene oxide does not affect the elastic quality 
of the arterial wall. We hope that ethylene-oxide treat- 
ment will eventually permit us to dispense with strict 
aseptic precautions during collection, as advocated by 
Hufnagel (1954). This may ease the difficult task of 
finding suitable donor material ; indeed Hufnagel states 
that ethylene-oxide treatment renders heterologous 
arterial grafts acceptable to recipients. 

Eastcott et al. (1954) state that fatty lesions in an 
atheromatous plaque invalidate the freeze-drying ; so 
we use only grafts which are not atheromatous—i.e., in 
which no thickenings can be felt, which is indeed a coarse 
method. Atheromatous grafts can be kept indefinitely 
under deep-freeze conditions at —79°C or stored for three 
or four weeks in Gross’s solution with more safety. The 
point is well illustrated by histological examinations 
made by Dr. T. W. Sutherland on an aorta from a 
donor aged 39. A section cut before processing showed 
no abnormality; a section cut after treatment with 
ethylene oxide showed very slight atheroma with a 
looser texture of the intima; and a section cut after 
reconstitution showed a still looser texture and prominent 
disrupted patches presumably due to ovgrstretching of 
the intima over fatty deposits during drying. It remains 
to be determined whether freeze-dried grafts with slight 
atheromatous infiltrations might not be used successfully 
after all. 
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The cost of the complete equipment, excluding rubber bungs 
and pyrex tubing, is about £130. One 25-cm. pyrex tube 
costs 3s. 9d., and one special rubber bung fitting into it about 
5s.; but both these parts can be used again many times, thus 
making a saving on the rubber bung compared with the 
method of Eastcott et al. (1954), because they cannot use their 
perforated bung a second time. 


Summary 

By the use of a special but simple closure head for the 
tubes in which the graft is dried, the insertion of a deep- 
cooled moisture-trap between the vacuum pump and the 
manifold, and the provision of high-vacuum stopcocks 
between the manifold and the drying tubes, arterial 
grafts may be freeze-dried in a single operation in five 
to fifteen hours. Once the freeze-drying process has been 
started, the apparatus requires no further attention 
until sealing. 

The arteries are sterilised with a 1% solution of liquid 
ethylene oxide in saline solution. Special precautions are 
required for handling this substance. 

We wish to thank Dr. T. W. Sutherland and Dr. W. Goldie 
for providing us with post-mortem arteries for experimental 
purposes; Messrs. Wm. Freeman & Co. (SubaSeal Works, 
Barnsley) for making experimental types of rubber closures to 
our specifications and manufacturing the one finally chosen ; 
and Messrs. Ralph Cuthbert (Huddersfield) for assisting 
us with the design of the pyrex-glass parts of the earlier equip- 
ment. We gratefully acknowledge a grant towards expenses 
given by the Board of Leeds United Hospitals. One of us 
(K. Z.) is indebted to the Medical Research Council for a 
grant in aid of expenses. 
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COMPRESSION OF THE ULNAR NERVE 
AT THE WRIST BY A GANGLION 


B. L. MaLuetrr 
M.B. Lond. 
NEUROLOGICAL REGISTRAR 
K. J. ZmKHa 
M.B. Lond. 
FORMERLY NEUROLOGICAL HOUSE-PHYSICIAN 
GUY’S HOSPITAL, LONDON 


FORMERLY 


TRAUMATIC neuritis of the ulnar nerve, giving rise to 
paralysis of the small muscles of the hand, has been 
described for many years. In most cases the site of the 
lesion is at the elbow. More recently it has been recognised 
that the nerve may be damaged locally, at the wrist 
or in the palm, and that then there is often a history of 
occupational trauma. 

Anatomy 

The ulnar nerve in the hand divides into a superficial 
division, which is often entirely sensory (or may contain 
motor fibres to the palmaris brevis muscle), and a deep 
motor division, which at once disappears deeply between 
the abductor digiti minimi and the flexor digiti minimi 
muscles. It passes laterally behind the tendinous origin 
of the short flexor and perforates the opponens digiti 
minimi muscle. 

Branches.—The branch to the abductor muscle arises 
from the deep division just before the latter sinks into the 
hypothenar eminence. The branch to the short flexor 
muscle may arise at the same level, occasionally from a 
common trunk. Often it arises lower down, after the 
deep division has disappeared behind the short flexor 
muscle. Branches, occasionally two or three, to the 


opponéns muscle arise as the deep division perforates this 
muscle (Hovelacque 1927). 
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Clinical Signs 

Hunt (1908) described the clinical picture of involve- 
ment of the deep motor division, with paralysis of all 
the small muscles supplied, including the hypothenar 
group. The palmaris brevis muscle, supplied by the 
superficial division of the ulnar nerve, was spared, and 
there was no sensory loss. 

Seddon (1952) reported four cases of paralysis of the 
deep division of the ulnar nerve and cited twelve 
previously published. These differ from those described 
by Hunt (1908) in that in every case the hypothenar 
muscles were spared. Two patients gave a history of 
ulnar paresthesiw, one with pain, but in no case was there 
any demonstrable sensory loss. 

Seddon notes that nearly all the patients were male, 
half of them aged 40 or more ; the onset of the paralysis 
was either gradual or sudden, and in almost all there was 
a clear history of trauma to the wrist or the pali, 
occasionally a single injury but more often repeated 
trauma connected with the patient’s occupation. Such 
occupations included motor-cycling, wire-cutting, digging, 
and the constant use of a leather-knife held in the palm 
of the hand. 

In one case, in an insurance agent with Dupuytren’s 
contracture, the palm was explored, but no constriction 
of fibrous tissue nor other compressing lesion was found. 

In five of the cases cited by Seddon an account of 
the subsequent progress is given (Russell and Whitty 
1947). These made a very good recovery in a few months 
on cessation of the trauma held to be responsible. 

In the four cases observed by Seddon himself it was 
shown for the first time that paralysis of the type 
described—i.e., of all the small muscles supplied by the 
ulnar nerve, excluding the hypothenar muscles and the 
palmaris brevis muscle, and without sensory loss—may 
be due to local remediable mechanical compression. 

In one of his cases there was tenderness medial to the 
hook of the hamate bone, and in another crepitus on 
pressure over the pisiform bone. The latter also had pain 
and paresthesi# in the fourth and fifth digits. 

Seddon explored the wrists of all four. In each he 
found a small ganglion emerging from the palmar aspect 
of a carpal joint and compressing the motor division 
of the ulnar nerve distal to the branches supplying the 
hypothenar muscles. His patients made an excellent 
recovery in 7-16 months. 

Seddon suggests that the onset of paralysis, either 
gradual or sudden, may be correlated in some cases 
with either gradual or sudden formation or enlargement 
of a ganglion by herniation of the triquetral-hamate 
synovial sac. Further, such a ganglion may possibly 
shrink spontaneously, causing remission of the paralysis. 

Three cases of ganglionic compression of the ulnar 
nerve with sensory loss as well as motor involvement 
were described by Brooks (1952), forming a distinct 
elinical group. 

Two were in women aged 19 and 70, and one in a man aged 
33. The onset in each case was gradual, and in only one was 
there a history of trauma, a fall on the outstretched hand. 
One patient complained of ulnar paresthesiz, and two had 
swellings, one tender, in front of the wrist. 

All three had paralysis of all the ulnar intrinsic muscles 
(the hypothenar muscles are not specially mentioned) and 
sensory loss in the ulnar territory. In each case a ganglion 
was found compressing the main trunk of the ulnar nerve 
proximal to its bifurcation into superficial and deep divisions. 

There was good recovery in all three, but a recurrence of the 
ganglion after seven years demanded a further operation in 
one case. 

The original clinical picture, described by Hunt 
(1908), of involvement of all the ulnar intrinsic muscles 
of the hand, with no sensory loss, has apparently not 
since been observed. 

We have recently seen two patients who presented in 
just such a way. 
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Case-reports 

Case 1.—A banker, aged 48, was admitted to Guy’s Hos- 
pital under the care of Sir Charles Symonds. For twenty years 
he had written, while standing at a high desk, resting on the 
ulnar side of his wrist. In the three months before admission 
he began. to complain successively of pain in the right palm, 
dropping his pen, and then obvious wasting of his right hand. 

On examination (January, 1954) there was moderate 
wasting of the interosseous muscles and slight wasting of 
the hypothenar muscles, with severe weakness of finger 
adduction and abduction, including the abductor digiti 
minimi muscle, and moderate weakness of the flexor digiti 
minimi brevis muscle. There was no sensory loss. Pressure 
on the ulnar side of the pisiform bone caused local pain. 
Radiography of the wrist showed evidence of osteo-arthritis. 

At operation Mr. Grant Massie, F.R.c.s., found a ganglion 
compressing the main trunk of the ulnar nerve just proximal 
to its bifurcation into superficial and deep divisions, The 
ganglion was removed. 

Follow-up.—Five months later there was almost complete 
return of muscle bulk in the interossei and hypothenar 
muscles, Power was virtually normal. 


Case 2. aged 58, was admitted to 
Guy’s Hospital under the care of Sir Charles Symonds. While 
acting in a play he had suddenly to extend his right wrist and 
to supinate his forearm fully, flinging a person across the stage. 
After the fifth performance he had pain in the hypothenar 
eminence. Thenceforward he noticed gradually progressive 
weakness of adduction of the right little finger, weakness 
of the fingers in holding a pen, and weakness of grip. 

On examination (March, 1954) two months after the onset 
there were wasting and severe weakness of the interosseous 
muscles and moderate weakness of the abductor digiti minimi 
muscle. There was no sensory loss. Radiography showed 
early osteo-arthritic changes. 

At operation a ganglion, as large as a small pea, compressing 
the main trunk of the ulnar nerve was removed by Mr. Massie. 

Follow-up.—Five months later the patient noted some 
improvement. He could write better. Healing of the wound 
had been delayed by trauma and infection but was now com- 
plete. There was still obvious wasting of the interosseous 
muscles, with severe weakness of adduction and moderate 
weakness of abduction of the fingers, including the fifth. 





Discussion 

A ganglion in front of the wrist-joint may cause 
paralysis of the hand by compression of the ulnar nerve, 
either its main trunk before bifurcation or its deep motor 
division. Clinically it may present in one of three ways : 
(1) paralysis of all the small muscles of the hand of ulnar 
innervation, with sensory loss in the ulnar territory ; 
(2) a similar paralysis with no sensory loss ; and (3) with 
no sensory loss and with sparing of the hypothenar 
muscles. 

Our cases represent the second group. Both men were 
aged more than 40; in both the onset was gradual and 
there ‘was a history of trauma—in case 1 a chronic 
occupational trauma, in case 2 repeated sudden unusual 
strain of the wrist-joint—and in both radiography 
showed osteo-arthritis. 

In neither case was there any sensory loss although at 
operation a ganglion was found compressing the main 
trunk of the ulnar nerve. 

After removal of the ganglion improvement was 
considerable in case 1 and slight in case 2. 

Summary 

Three clinical types of paralysis of the hand due to 
ulnar-nerve lesion at the wrist are discussed. 

All three may be due to ganglionic compression. 

When the ganglion is removed, recovery from the 
paralysis is satisfactory. 

We wish to thank Sir Charles Symonds for his help and 
permission to publish. 
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PUBLISHED cases of paroxysmal myoglobinuria have 
been reviewed by Acheson and McAlpine (1953), Elek 
and Anderson (1953), and Spaet et al. (1954). 

The last-named collected 17 previously published cases, 
including 5 associated with muscular dystrophy ; Giinther’s 
(1924) case, which was almost certainly due to dermatomyo- 
sitis; and the insufficiently documented case mentioned by 
Millikan (1939), They also include de Langen’s (1946) case, 
omitting to mention that here myoglobinuria was due to 
exertion to the point of collapse, followed by a beating with 
a rifle-butt in a Nazi concentration camp. It was evidently 
a case of traumatic myoglobinuria. 

Hitherto 15 cases of myoglobinuria not associated with 
another muscle disorder have been published. Many of 
the reports lack clinical details, making it uncertain 
that no other muscle disease was present, and in many 
there was no proof that the urinary pigment was myo- 
globin.. Of these patients 9 survived with little or no 
disability, sometimes after several attacks (Hittmair 
1925, Debré et al. 1934, Huber et al. 1938, Hed 1947, 
1953 [4 cases], Elek and Anderson 1953, Spaet et al. 
1954). The patient reported here also survives. 

The remaining 5 of the 15 patients whose cases have 
been previously published died in an attack (Paul 1924, 
Bywaters and Dible 1943, Schaar et al. 1949, Buchanan 
and Steiner 1951, Stokes 1953). Death may take place 
within a few days, perhaps owing to the release of shock- 


producing substances from damaged muscle (Green 
1943, Bielschowsky and Green 1943, Eggleton 1944, 
Green et al. 1949, but see Kovach et al. 1952). Other 


factors are involvement of respiratory muscles, pulmonary 
infection, and renal damage. The cause of the renal 
damage is 
obscure; it 





oes is probably 
a lower- 
0-55} 7 nephron 
nephrosis 
0-50} 4 (Bywaters 
and Dible 
0-45} 2 1943, Perri 
and Gorini 

= 0-40} J 1952). 
3 Case-report 
8 0-35/ J A girl, aged 
he 10 years, com- 
< plained of 
= 0-30} 4 pains in both 
N legs, and 


shortly 
afterwards 
abdominal 
pain and 
vomiting 
began. There 
was abdominal 
and rectal 
tenderness. 
A ppendicec- 
tomy was 
done, and the 
appendix was 
found to be 
not inflamed. 


0-25F 7 
0-20F 4 


0-15} ; 

= A... iL A i i. 4. 

500 520 540 560 580 600 620 640 660 
WAVE-LENGTH (mu) 











Fig |—Optical-density curve of patient's urine : 
cell depth 0-5 cm. ; band width 4 mu; readings 
at | mu intervals from 530 to 540 mu, from 575 
to 585 mu, and from 625 to 640 mu ; elsewhere 
at 10 mu intervals. 
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On the day after the operation all the muscles became 
painful and tender. The urine was very dark brown and 
contained albumin; the guaiacum test was positive, but no 
red blood-cells or porphyrin were present. This fact, together 
with the history of muscle pains, suggested myoglobinuria. 
Examination with the Hartridge reversion spectroscope 
showed absorption bands judged to be at 583 and 635 muy, 
suggesting the presence of oxymyoglobin and a meta- 
compound, 

Progress.—Four days after the onset the muscle pains had 
gone, even though biopsy then showed gross changes. The 
patient recovered completely, and when last seen eight months 
after the attack there had been no recurrence of symptoms. 

Previous History.—The patient was an adopted child, and 
no family history was available. At the age of 4 years she 
had been admitted twice in one year to another hospital. On 
the first occasion all that was found was “ transient pro- 
teinuria.’’ On the second occasion she had pains in the legs 
and passed urine “ like stout.’’ She quickly recovered. 

Laboratory Investigations —Examination of the blood 
showed Hb 17:1 g. per 100 ml., white cells 24,000 per c.mm. 
(polymorphs 92%); erythrocyte-sedimentation rate 2 mm. 
in Ist hr. 
(W introbe) ; 














serum- 22 
potassium (3 
days after 20rF 
onset) 19-0 
mg. per 100 rr 
ml. Lumbar 
puncture ér 
produced 
normal cere- > iad 
brospinal ¢ 
Auid- The 2 har 
serum- Q 
pseudocholi- yw ror 
nesterase S 
level was & O8F 
within the $ 
normal O6r 
range, hydro- 
lysing 161 _ O4F 
mols of 
acetylcholine O2Fr 
bromide per 

iL i i iL i i. iL i 





ml. per hr. A 
glucose- 
tolerance 
test after the 
patient’s 
recovery 
showed a 
normal curve 
with renal 
glycosuria. 
Two days 
after the 
onset the 24-hr. urinary output of creatine was 0-75 g., of 
creatinine 3-0 g., and of 17-ketosteroids 6 mg. (normal range 
1:3-3-0 mg.). The red-cell fragility was moderately increased : 


0 7 
530 540 550 560 570 580 590 600 610 
WAVE-LENGTH (mu) 


Fig. 2—Optical-density curves of patient's urine (A) ; 
myoglobin from human muscle (B) ; and hemo- 
globin (C) ; all converted to carboxy compounds : 
cell depth | cm. ; band width 4 mu; curves A 
and B read at | mu intervals from 535 to 545 mu 
and from 575 to 580 mu; curve C read at | mu 
intervals from 535 to 545 mu and from 565 to 
570 mu ; readings elsewhere at 5 my intervals. 


Percentage Saline Solution Percentage Hamolysis 


Patient Healthy Control 

0°55 0 0 

0-52 6°5 1 

0-50 18-0 2-5 
0-48 39-0 9-0 
0-44 86-0 51-0 
0-42 96-6 76-0 
0-40 100-0 86-0 
0-30 100-0 100°0 


Coombs’s test, Ham’s test for hemolysis in acidified serum, 
Dacie’s test for autohrmolysis on incubation, and Schumm’s test 
for methemalbumin were negative. Reticulocytes were 1-2%. 

Electrocardiography gave normal results, and electro- 
myography of several muscle groups twelve days after the 
onset showed no abnormality. 

Spectroscopy of Urine.—The patient’s urine was examined 
in the Wright spectrophotometer. Because of the wide 


spectrum in this instrument (20 cm. between 400 and 700 my) 
and other features described elsewhere (Wright 1954), there 
was no difficulty in taking readings at intervals of 1 my. 
Since the light-absorption of normal urine increases from the 
red to the blue end of the spectrum, the beta band of oxymyo- 
globin shows in the present case only as an inflexion in the 
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Fig. 3—Crystals of metmyoglobin from patient’s urine ( x 218). 


eurve at 540 mu (fig. 1). The alpha band of oxymyoglobin 
produces a peak with a maximum at 580 mu, the peak at 
630-632 my being that of metmyoglobin. 

There are certain difficulties in the spectroscopic differentia- 
tion of oxymyoglobin and oxyhemoglobin. The alpha-band 
Maxima are only 3-4 my apart, and the beta-band maxima 
1-2 mu apart. Moreover exposure to air causes rapid oxidation 
to metmyoglobin, with weakening of the alpha and beta 
bands and appearance of a non-specific band at 630-633 mu 
(fig. 1). These difficulties are overcome by conversion of 
oxymyoglobin and metmyoglobin to carboxymyoglobin. The 
alpha-band maxima of carboxymyoglobin and carboxyhemo- 
globin are 10 mu apart, making their spectroscopic differentia- 
tion easy (fig. 2) : 


Pigment Position of Alpha-band Marimum 
Oxy Compound Carbory Compound 
3) os 577 568 
se 581 }a mp apart 373 \10 my apart 


Method (after Biérck 1949).—A spectroscope cell is almost 
filled with the urine, previously buffered to pH 8 and filtered. 
Coal-gas is bubbled through it for 3-4 minutes, a knife-point 
of sodium hydrosulphite is added, and the surface is covered 
with liquid paraffin. Passage of coal-gas is continued for 
another 3-4 minutes, and the cell is covered with a lid. The 
position of the alpha band is then found with a reversion 
spectroscope, or the solution is compared with a solution of 
carboxyhemoglobin in a comparison spectroscope. Myoglobin 
has only a twenty-fifth of the affinity of Hb for carbon 
monoxide, and in contact with air is quickly converted to 
metmyoglobin. If the cell is kept covered, little change 
takes place for some hours. 

Estimation of Myoglobin.—We used Biérck’s (1949) modifica- 
tion of de Duve’s (1948) method to measure the myoglobin 
content of a biopsy specimen of one of the affected muscles, 
Other methods have been proposed by Shenk et al. (1934), 
Watson (1935), Beznék (1948), and Rossi-Fanelli (1948). 
Briefly, the pigments are extracted from the muscle and 
converted to carboxy compounds. Optical density is measured 
at three wave-lengths, and the concentrations of myoglobin 
and Hb present are calculated from their respective extinction 
coefficients. Measurement of optical density after conversion 
to pyridine hemochromogen provides a check on the results. 
The normal myoglobin content of human skeletal muscle is 
2-5-3-0% of dry weight (Biérck 1949). In the present case 
only 0-42% of myoglobin was present. The results of measuring 
as carboxy compounds and as pyridine hemochromogen 
agreed to within 4%. The myoblobin content of the urine 
was about 1 mg. per ml. or 1-5 g. in the 24-hr, output. 

Crystallisation.—Methods for crystallising myoglobin from 
muscle are given by Theorell (1932), Bowen (1948), Rossi- 
Fanelli (1949), Rees (1949), and Lawrie (1951). Theorell and 
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A a. 
Fig. 4—Muscle biopsy showing normal and degenerate fibres. (Mallory’s 
phosphetungstic acid hematoxylin. x 186.) 


de Duve (1947) crystallised myoglobin from urine in a case 
of myoglobinuria. We used the following methods, working 
at 0-4°C throughout : 


(1) After Rossi-Fanelli (1949).—Seitz-filtered urine was dialysed 
against distilled water, and then against numerous changes of 78 % 
saturated ammonium sulphate at pH 6-8. It was next filtered, and 
the brown filtrate was distributed in open petri dishes. In a few 
days metmyoglobin crystals formed ; most of them were spherical 
and very slightly birefringent, with a tendency to split radially. 
The spherical shape was probably due to impurities (R. G. Parrish, 
personal communication). The rest were characteristically needle- 
shaped and birefringent, sometimes several radiating from a common 
centre (fig. 3). 

(2) After Rees (1949).—Seitz-filtered urine was dialysed against 
distilled water, next against 12% dextran to concentrate it, and 
finally against 3-5 M phosphate buffer of pH 6-4. The resulting 
dark-brown syrupy liquid was left in an open test-tube and gave 
—— # mostly spherical bodies together with a few cigar-shaped 
crystals, * 


Histology.—Four days after the onset of symptoms biopsy 
specimens of the left sacrospinalis muscle, which was pale, 


Fig. 5—Muscle biopsy showing proliferation of sarcolemmal nuclei 
some of which are in mitosis (M) ; groups of polymorphs are present 
(P). (Hamatoxylin and eosin. Glycol-wax embedding at 40°C. x 200.) 
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Fig. 6—Muscle biopsy showing esterase in cytoplasm of sarcolemmal 
cells. (Nachlas and Seligman’s esterase method. Fermalin-fixed 
frozen section. x 247.) 


soft, and swollen, and contracted poorly on stimulation, were 
fixed in formol-saline solution, Helly’s fluid, and alcohol, and 
paraffin-wax, glycol-wax, and frozen sections were made. 
Most of the tissue consisted of degenerate disrupted fibres 
with a few unaffected ones coursing among them. The diseased 
fibres showed loss of striation, waxy degeneration, and 
fragmentation. In a few places the muscle substance had 
contracted into a knot, leaving the sarcolemma empty and 
partly collapsed. With Mallory’s phosphotungstic acid hema- 
toxylin, in contrast to the normal purple-staining fibres, the 
degenerate fibres showed red-brown complex coiled and 
branched figures in a pink matrix, while others showed pale- 
blue homogeneous areas (fig. 4). A few curled up strands still 
showed cross-striation, more widely spaced than usual and 
without birefringence. Stained with Masson’s trichrome the 
degenerate areas were bright red, the empty sarcolemma blue, 
and the normal fibres purple. Abrupt transitions were seen in 
the same fibre from normality to severe disease. There was 
multiplication of the nuclei of the sarcolemma, with many 
mitotic figures ; many were surrounded by granular basophil 
cytoplasm. The capillaries were crowded with. polymorphs 
and some eosinophils, a few escaping into the surrounding 
tissue (fig. 5). Some macrophages and normal numbers of 
mast cells were present. There was no increase in collagen, 
and the reticulin frame-work was normal. The few vessels 
and nerve-bundles seen appeared normal. No motor end- 
plates were found in specially impregnated portions, a not 
unusual finding in a randomly selected biopsy (Woolf 
1954). 

Histochemistry.—The histochemistry of normal muscle is 
reviewed by Dempsey et al. (1946) and by Roskin (1952). 
In the present case there was complete loss of glycogen from 
diseased fibres and almost complete loss from normal fibres 
(Best’s carmine stain). The weak beta-metachromasia 
(Schmorl’s thionin) of normal fibres in frozen section was 
absent from degenerate fibres, possibly owing to the loss of 
phosphorus compounds found in various myopathies (Nevin 
1934). Staining with Fettrot 7B or with Sudan-black B in 
propylene glycol, and with Nile-blue, revealed no abnormality 
apart from absence of I-band staining with Sudan-black in 
fibres which had lost their striation. Baker’s acid hematin 
showed that the phosphatides were increased and uniformly 
distributed in the diseased fibres. Similarly, acetone-Sudan- 
black (Berenbaum 1954) showed an increase in the bound lipids 
of these fibres. These findings are of interest because the depo- 
sition of lipid in muscle is increased after denervation (Artom 
1941, Friedlander et al. 1941) and in vitamin-E deficiency 
(Morgulis and Spencer 1936). No acid-fast pigment, a charac- 
teristic feature of vitamin-E deficiency in animals (Mason 
and Telford 1947) was present. Small calcium deposits were 
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, ) - PD aie 
Fig. 7—Muscle biopsy showing normal fibres (N), degenerate fibres with 


intense granular birefringence (B), and optically inactive fibres (O). 
(Unstained paraffin section viewed between crossed polaroids. x 170.) 





seen in the most degenerate areas (cf. Paul 1924). No ferric 
iron was found. Azo-dye coupling methods (Pearse 1953) 
showed only traces of acid and alkaline phosphatases confined 
to vessels. Dempsey et al. (1946), who claimed to have found 
phosphatase in muscle-fibres, exposed their sections to substrate 
for 24-72 hours, ample time for the production of artefacts, and 
used Gomori’s (1941) method, now well known to produce 
misleading pictures (Pearse 1953). Esterases were shown by the 
method of Nachlas and Seligman (1949) of incubating at 
37°C at pH 7-4 for 40 minutes, with alpha-naphthyl acetate 
as the substrate. Numerous esterase-positive bodies were 
seen, evidently corresponding to the cytoplasm of proliferating 
sarcolemmal cells (fig. 6). No myoneural junctions were seen. 
Although some cholinesterase is associated with sarcolemmal 
nuclei and the sarcoplasm (Portugalov and Yakovlev 1951), 
sarcolemmal cytoplasm is not normally stained by this 
technique, Staining was unaffected by sodium taurocholate 
(5x 10-°M). Owing to unavoidable circumstances the effects 
of other differential enzyme-inhibitors were tested on tissue 
kept at -20°C for two days. By this time any remaining 
enzyme activity was so low that the results were equivocal, 
and the esterase could not be more precisely characterised. 
Pickworth’s benzidine stain showed patchy or complete loss 
of myoglobin from diseased fibres. 

Polarisation Microscopy.—In paraffin sections the unaffected 
fibres were normally birefringent. Here and there, an other- 
wise normal fibre showed an accumulation of granular and 
intensely birefringent material along its edges. The grossly 
abnormal fibres either consisted entirely of such material or 
were optically inactive (fig. 7). Insertion of a quartz first- 
order purple plate (l-wave-length retardation) between, and 
at 45° to, polariser and analyser gave a picture similar to that 
obtained by Matoltsy and his colleagues (Matoltsy and 
Gerenddés 1947, Gerendds and Matoltsy 1947, Gerendas et al. 
1947) during the extraction of actin and myosin from muscle, 
and by Aloisi et al. (1952) in rabbits with vitamin-E deficiency. 
In normal fibres the positively birefringent A bands were blue, 
alternating with I bands of the same purple colour as the 
background. In mildly affected fibres some of the I bands 
were negatively birefringent, varying from yellow to red, 
whereas the alternating A bands showed reduced birefrin- 
gence. More severely affected fibres showed progressive loss 
of striation, and replacement by yellow, orange, or red 
granular and negatively birefringent material. The most 
severely affected fibres were optically inactive. Matoltsy and 
his school consider that such changes are due to loss of the 
positively birefringent actomyosin and the’ unmasking of a 
negatively birefringent ‘‘ N-protein.’’ Aloisi et al. (1954), 


however, think they are explained by loss of myosin and 
depolymerisation and molecular rearrangement of actin. 
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Discussion 
Muscular Dystrophy 

In 7 cases of paroxysmal myoglobinuria (not included 
in the 15 listed above) muscular dystrophy was diagnosed 
clinically or muscle atrophy supervened (Meyer-Betz 
1911, Louw and Nielsen 1944, Scherwin 1945, Wissler 
1948, Kreutzer et al. 1948, Acheson and McAlpine 1953, 
Hipp and Shukers 1955). It has been suggested that 
paroxysmal myoglobinuria is simply an acute manifesta- 
tion of muscular dystrophy. However, muscle dystrophy 
has not supervened in some cases followed up for fifteen 
or sixteen years (communication of R. Debré to Acheson 
and McAlpine 1953, and of R. Hed to Elek and Anderson 
1953). No muscle atrophy resulted from fifty attacks in 
seven years in the case published by Spaet et al. (1954). 

The specific histological features of muscular dystrophy 
are hypertrophy, great variation in size, and longitudinal 
splitting of muscle-fibres, followed by fatty infiltration 
(Adams et al. 1953). In no case of paroxysmal myo- 
globinuria studied histologically were these features 
seen, although muscular dystrophy cannot thereby be 
excluded. 

The appearance of myoglobinuria in muscular dys- 
trophy is not surprising. The renal threshold for myo- 
globin is 15-20 mg. per ml. of plasma (Yuile and Clarke 
1941), only a fifth of that of hemoglobin. Myoglobinuria 
may therefore be caused by any sufficiently extensive 
and acute muscle damage. A rough calculation shows 
that, in an adult, visible myoglobinuria may result from 
the destruction of about 200 g. of muscle. Myoglobin has 
consequently been found in the urine as a result of air- 
raid injury (Bywaters and Beall 1941, Bywaters et al. 
1941), physical assault (de Langen 1946), electric shock 
(Fischer and Rossier 1947), gangrene due to arterial 
thrombosis (Bywaters and Stead 1945), and even, it is 
claimed, severe exertion in healthy people (Ono 1953). 

It may be presumed that, in muscular dystrophy, 
muscle damage may progress sufficiently rapidly to cause 
myoglobinuria. However, this cannot be taken to mean 
that muscular dystrophy is the cause of every unex- 
plained case of myoglobinuria where there is no sup- 
porting clinical or familial evidence. 


Carbohydrate Metabolism 

Suggestions that paroxysmal myoglobinuria may be 
due to faulty metabolism of carbohydrate have been 
largely based on a supposed analogy to equine myo- 
globinuria (Carlstr6m 1931). In Hed’s (1947) cases 
attacks occurred on a low-carbohydrate diet, and glucose- 
tolerance curves were abnormal. Abnormal curves and 
glycosuria have been noted in myotonic dystrophy 
(Morgulis and Spencer 1936) but not in progressive 
muscular dystrophy (Tyler and Perkoff 1951). In the 
present case renal glycosuria was the only relevant 
abnormality. Disturbances of carbohydrate metabolism 
are possibly more the effect than the cause of the muscle 
disorder. 


Possibility of Abnormal Myoglobin 

Several types of human hemoglobin exist, many of 
which are a cause of disease (White and Beaven 1954). 
This fact suggests that an abnormal myoglobin may: be 
a cause of paroxysmal myoglobinuria. The existence of 
a foetal type of myoglobin is suggested by the fact that 
myoglobins of fetal and adult origins differ in extract- 
ability from tissues (Biérck 1949), in solubility (Jonxis 
and Wadman 1952), and in light-absorption (Rossi- 
Fanelli et al. 1954). A myoglobin. relatively insoluble in 
the reduced state is suggested by the analogy of the 
abnormal hemoglobin of sickle-cell anemia (Perutz and 
Mitchison 1950, Perutz et al. 1951). Simple solubility 
relationships are unlikely to apply in the muscle cell 
largely occupied by organised protein structures, and 
severe exertion or other factors may induce changes in 
oxygen tension, pH, &c., sufficient to render an abnormal 
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myoglobin insoluble and incapable of carrying on its 
function of short-term storage of oxygen (Millikan 1937, 
1939, Lawrie 1952). Theorell and de Duve (1947) found 
that the myoglobin in the urine in a case of paroxysmal 
myoglobinuria differed slightly from normal myoglobin 
in the shape of the crystals, light-absorption, and solu- 
bility. Although these workers discounted these differ- 
ences, we think they are at least suggestive and worthy 
of further investigation. 


The same considerations apply to the other proteins 
of muscle, but knowledge of these is so rudimentary 
that even speculation about their réle in this disease is 
unwarranted at present. 

The finding of increased red-cell fragility in the preser.« 
case, also found by Hed (1953) in 1 of his cases, suggests 
that examination of all the hem pigments in these patients 
might be rewarding. 

Summary 


A case of paroxysmal myoglobinuria of unknown 
ztiology is described. Myoglobin was found in the urine 
by spectroscopy and by crystallisation. For the detection 
of myoglobinuria we recommend conversion to carboxy 
compounds. 

Muscle biopsy showed severe degenerative changes, 
the accumulation of an esterase in the sarcolemmal 
cells, and the appearance of negative anisotropy during 
degeneration of fibres. 


The myoglobin content of the diseased muscle was 
much reduced. 


14 previously published cases of myoglobinuria without 
another associated muscle disease are collected, of which 
5 were fatal. 7 additional cases were associated with 
muscular dystrophy. 


The etiology is unknown. We suggest that an abnormal 
myoglobin may be present. 


Many colleagues have helped in the study of this case. Our 
thanks are due to Dr. H. Loewenthal, senior pathologist, 
Chase Farm Hospital, Dr. R. G. Parrish, of the Royal Institu- 
tion, and Prof. B. K. Johnson, of the Imperial College of 
Science, for much advice ; Prof. W. D. Wright for permission 
to use the spectrophotometer; Dr. P. Bauwens, of St. 
Thomas’s Hospital, for electromyography; and Mr. R. 
Smith, B.sc., Mr. H. Day, and Mr. E. Siddle for technical help. 
Mr. H. Knight made the photographs. Dr. Leonard Crome and 
Dr. H. Loewenthal translated several papers. 
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SPINAL CORD DAMAGE BY EFOCAINE 
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EVER since the introduction of cocaine as an ans- 
thetic agent (Koller 1884), attempts have been made to 
improve regional anesthetics. One that is long-acting 
and has been introduced recently is ‘ Efocaine,’ a solution 
of procaine (1%), procaine hydroc hloride (0-25%), and 
butyl aminobenzoate (5%) in polythylene glycol mol. 
wt. 300 (2%), propylene glycol (78%), and water. It 
has been recommended for intercostal and paravertebral 
block, for anorectal and peri-incisional infiltration, for 
musculoskeletal disorders, and for various minor opera- 
tions. Extensive use has been made of it and at first 
excellent results were reported (Iason and Shaftel 1952, 
Ansbro et al. 1952, Deaton and Bradshaw 1953), although 
unpleasant after-effects were occasionally observed 
(Bonica 1952). 

Since then, however, it has become increasingly evident 
that efocaine is far from satisfactory (British Medical 
Journal 1954), and several serious and occasionally fatal 
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accidents have followed its use. The case reported here 
illustrates these unfortunate sequele, although previous 
experience with the drug had been favourable. 


Case-report 


An accountant, aged 64, was admitted on June 4, 1954. 

Eleven years previously, in 1943, be underwent a total 
laryngectomy for laryngeal neoplasm. He remained in good 
health until December, 1952, when he developed a carcinoma 
of anaplastic type in the region of the uvula. Treatment was 
given with teleradium, and he remained well for a further year 
until he developed a recurrence in the glands of the neck and 
in the pharyngeal region. A further course of radiotherapy 
was begun with the patient attending as an outpatient. Soon, 
however, he complained of pain in the interscapular region, 
radiating to the front of the chest and having the charac- 
teristics of root pain. In spite of the usual analgesics 
this became so severe that he had to be admitted to 
hospital. 

On admission his general condition was poor. He spoke 
with an cesophageal voice and had an efficient tracheostomy. 
An enlarged mobile gland 3 cm. in diameter was present on 
the left side of the neck, and laryngoscopy showed an ulcerated 
carcinoma in the lower pharyngeal region. The nervous and 
other systems were normal, apart from local tenderness in the 
upper thoracic region of the spine. 

Biopsy of the lymph-gland showed infiltration by ana- 
plastic squamous carcinoma. Radiography of the thoracic 
spine showed no abnormality. An electrocardiogram (E.Cc.G.) 
was typical of posterior myocardial infarction. 


Operation for Relief of Fain 

Under the influence of the radiotherapy the pharyngeal 
tumour and the enlarged gland underwent resolution ; but 
the pain, which seemed to involve T2—T4 bilaterally, persisted, 
and large amounts of morphine were necessary to subdue it. 
The patient was a very anxious and sensitive person and 
reacted excessively to his symptoms. The relationship of the 
pain and the £.c.G. findings was difficult to assess, and it was 
considered that, despite the lack of radiological proof, spinal 
metastases with root involvement were probably the cause 
of the pain. 

To control this symptom a paravertebral block was sug- 
gested, and it was done on the left side first in order to assess 
the effect before doing it on the right. On July 28 efocaine 
3 ml. was deposited around T3, T4, and T5 roots on the left. 
The operation was uneventful, but about ten mintues later 
the patient suddenly collapsed, with very low blood-pressure, 
gasping and shallow respirations, and loss of consciousness. 
Intravenous nikethamide and a saline infusion were given, 
and within two hours he had made an almost complete 
recovery ; but damage to the spinal cord was now obvious. 


Spinal Cord Lesion 

A partial Brown-Séquard syndrome was present, with 
almost complete paralysis of the left leg and a sensory level 
at T3. The back pain was much less severe. Treatment with 
an indwelling catheter, tidal drainage, and physiotherapy to 
the legs was begun at once. An infection of the bladder 
responded to antibiotics, and three weeks later voluntary 
micturition was possible. The control of bowel function, which 
had also been affected, much improved. Simultaneously the 
legs improved, and six weeks after the onset of symptoms the 
patient could walk a few steps with the aid of a walking- 
machine. The back pains had not returned, and he needed no 
analgesics. 

His progress, however, gradually became slower, and about 
ten weeks after the paravertebral injections his condition 
began to deteriorate. His legs became weaker ; he could no 
longer stand or walk ; and the sensory impairment was more 
obvious. An enlarged lymph-node was found in his neck. 
Sphincteric disturbances returned, and a bladder infection 
supervened. Further radiographs of the thoracie spine were 
still normal. Both motor and sensory paraplegia was now 
complete, and he died on Nov. 27, 1954, six months after 
admission and four months after the paravertebral block. 


Post-mortem Findings 

There were secondary deposits of carcinoma in lymph- 
nodes of the neck, thyroid gland, and lungs. Coronary occlu- 
sion, with an old infarction of the posterior wall of the left 
ventricle, and bilateral bronchopneumonia were found, 
together with bilateral pyelonephritis, acute cystitis, and 
gangrene of the perineum. 








— fn 


ete oe Oe et 


*@ 





re 
us 


al 
od 
na 


ar 
nd 
py 
mn, 
mm, 
4c- 
ics 

to 


ke 
ry. 
on 
ed 
nd 
the 


1a- 
cic 
G.) 


eal 
put 
ed, 
it. 
ind 
the 
vas 
nal 
use 


ug- 
3688 
ine 
eft. 
iter 
ire, 
ess. 
ren, 
lete 
us. 


vith 
avel 
vith 
r to 
lider 
ary 
1ich 
the 
the 
ing- 
i no 


out 
tion 
i no 
nore 
eck. 
tion 
vere 
now 
ifter 


aph- 
-clu- 

left 
und, 
and 








THE LANCET] 





Transverse section of spinal cord and meninges at T3, showing meningeal reaction, 
thickening of dura mater, and neoplastic deposits in epidural fibrous tissue, mostly 
on posterior surface. 


In the epidural space at T2, T3, and T4 was a mass of brown- 


ish fibrous material covering mainly the left and posterior 


surfaces of the dural tube. It was 1 em. thick at T3 and com- 
pressed the spinal cord. Microscopy of this region revealed 


disorganisation of the cord, meningeal reaction, thickening of 


the dura mater, and invasion of the epidural fibrous tissue 
by clumps of neoplastic cells (see figure). Tumour cells were 
present in the vertebral bodies of T1—-T9, invading the posterior 
longitudinal ligament at T3. 


Comment 

Despite the difficulties caused by the presence of two 
etiological agents in this case, the close relationship 
between the paravertebral injection and the lesion in 
the spinal cord is indisputable. The thickening of the 
dura and some of the cord changes no doubt resulted from 
the injection. The deterioration after a period of recovery 
was probably due to lymphatic spread of the malignant 
tissue. in the epidural space ; if this had not occurred, 
considerable improvement in the spinal cord could have 
been expected. In view of the persistently normal 
radiographs, it is difficult to ascribe the initial back pain 
to involvement of the vertebrae. Microscopy, however, 
showed that extension from the vertebral body of T3 
into the epidural space had taken place. 


Discussion 
Like many other workers, we had previously found 
efocaine an efficient means of producing caudal block 
to control intractable pain resulting from inoperable 
carcinoma of the uterus or cervix. Although leg weakness 
developed in 1 of 7 such patients, extension of the disease 
was probably responsible for this. 


Previous Reports 

We have now found 20 reports of spinal-cord damage 
produced by efocaine. With our case the total is 21, but 
no doubt others have remained unpublished. 

Among the 14 recorded in detail there are 7 in which 
the efocaine was placed (often under direct vision) 
around intercostal nerves at the level of the transverse 
processes usually to combat postoperative pain (Shapiro 
and Norman 1953, case 1; Nowill et al. 1953a, case 2; 
Brittingham et al. 1954, cases 2.and 3; Berg 1954, 
Griffith 1954; Knight and Luth 1954). A paravertebral 
block was done in 6 (David 1953; Nowill et al. 1953a ; 
Brittingham et al. 1954, case 1; Hubbard 1954; our 
case), and the patient of Angerer et al. (1953) had an 
intercostal-nerve block. 
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All the patients developed some degree 
of dysfunction of the spinal cord either 
immediately (as in our ease), after some 
hours, or (as in case 2 of Brittingham 
et al. 1954) after as long as two days. 
An episode of acute shock, such as 
occurred in our patient, has been reported 
only once (Angerer et al. 1953). Details 
of the neurological findings are not always 
available, but 4 patients had a complete 
and 7 an incomplete transverse lesion of 
the cord; 5 of the latter had a type of 
Brown-Séquard syndrome. Death took 
place in 5 cases, but in only 2 (Angerer 
et al. 1953, David 1953) was it due directly 
to the efocaine ; in the 3 others (Britt- 
ingham et al, 1954, Berg 1954, and our case) 
the primary condition for which efocaine 
had been used produced or contributed 
to the fatal outcome. Of the 9 known 
survivors 2 recovered well and were 
the only ones to walk again ; 4 improved 
slightly ; and 3 did not improve. Those 
less severely affected were more likely to 
show recovery, but the speed of onset 
of symptoms of the spinai lesion did not 
seem to influence the outcome. 

3 patients came to necropsy, but in 2 cases (Brittingham 
et al. 1954, case 1; Berg 1954) full details are not given. 
In the patient who developed symptoms and signs of a 
spinal lesion after an intercostal-nerve block in the 
posterior axillary line, thrombosis of an intercostal vein 
and artery was found (Angerer et al. 1953). There was 
widespread necrosis and acute inflammation of the 
spinal cord. In our case the necropsy appearances were 
complicated by neoplastic invasion of the epidural space. 
There is no doubt, however, that the epidural fibrous 
tissue and some of the disorganisation of the cord resulted 
from the paravertebral injection of efocaine. 


Method of Production of Damage by Efocaine 

During a paravertebral injection the following possi- 
bilities of damaging the cord exist : 

(1) Introduction of the efocaine into the cord or subarach- 
noid space, as has happened with alcohol (Molitch and Wilson 
1931, Hirschboeck and Gillespie 1942, Mandl 1947). The 
presence of efocaine in the cerebrospinal fluid, however, does 
not necessarily indicate that this has taken place, for Angerer 
et al. (1953) found procaine in the cerebrospinal fluid, although 
the efocaine was injected’ at least 8 cm. lateral to the spinal 
canal, 

(2) Injection of efocaine directly into the epidural space, or 
near by, so that it can readily find its way into it. 

(3) The case of Angerer et al. (1953) suggests that involve- 
ment of intercostal veins and arteries may occasionally cause 
damage to the cord. 

(4) Moore (1953) and Moore et al. (1954) have shown satis- 
factorily that efocaine injected into an intercostal nerve of a 
monkey can travel centrally by way of the perineural spaces 
of the nerves and roots to reach the parenchyma of the cord, 
and damage it in some cases. 


It seems likely that any one or more of these mecha- 
nisms may take place, and the second or the fourth 
probably is responsible for the present case. 


Effect of Efocaine on Nervous Tissue 

Damage to peripheral nerves (Bonica 1952, David 
1953) and other structures (Hubbard 1954, Knight and 
Luth 1954) has occurred in man, and Margolis et al. 
(1953) have produced it experimentally in various 
animals. Mannheimer et al. (1954) show that the effect 
of efocaine on a peripheral nerve is comparable to that 
produced by section. The solvent vehicles in efocaine 
(propylene glycol and polythylene glycol mol. wt. 300) 
necrotise animal tissues (Maykut and Ryan 1953, Fabre 
et al. 1953, Mannheimer et al. 1954), and Nowill et al. 
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(1953b) have confirmed this in man. T wm sebemes es 
are responsible for the long-lasting anesthetic effect of 
efocaine, but they produce their effect by destroying 
rather than anesthetising tissues. There can be little 
doubt that these suspending agents rather than the 
anssthetics are the offending constituents of efocaine, 
and the benzyl aleohol in ‘ Symprocaine,’ which has 
also damaged the cord (Panter 1953), probably plays 
the same réle. That efocaine is not always destructive is 
shown by our previous cases ; but, in view of its deleteri- 
ous effects in some people, it should not be brought into 
contact with peripheral nerves, roots, or spinal cord, and 
it would probably be wise to discontinue its use altogether. 


Summary and Conclusions 

A ease in which the spinal cord was damaged by para- 
vertebral injection of *‘ Efocaine’ is described, and 20 
others are cited. 

In this preparation the anesthetic agents are dissolved 
or suspended in vehicles capable of destroying tissues 
with which they are left in contact.. 

Efocaine can damage nervous tissue severely, and when 
injected near the spine it may travel via nerves and spinal 
roots to the spinal cord to produce severe destruction. 

Its value as a regional anesthetic is in question, and 
its use should probably be abandoned. 
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Preliminary Communication 


MAIZE AND PELLAGRA 


MICROBIOLOGICAL and chemical evidence indicates that 
almost all the nicotinic acid in cereals, such as maize, 
wheat, barley, rye, and rice, is present in an alkali-labile, 
‘bound ”’ form, that differs from the known nicotinoy] 
derivatives and is only partially utilised by Lactobacillus 
arabinosus and Lb. casei... Hydrolysis with 0-5 N-NaOH 
or strong mineral acids liberates the nicotinic acid which 
is then available to bacteria. The ‘* bound’”’ form of 
nicotinic acid, present in maize and other cereals, does 
not appear to serve as a source of the vitamin for the 
nicotinic-acid-deficient rat ** and chick.4® Experiments 
with pigs in which a deficiency of nicotinic acid had been 
produced on diets containing a large proportion of 
maize *? indicate, by implication, that the ‘ bound’ 
form is equally unavailable to the pig. There is no direct 
evidence about its availability or otherwise to man. 

The full biological activity of nicotinic acid for the rat 
can be released by hydrolysis with 0-5 N-NaOH,?* but 
again the availability to man of such products is uncer- 
tain. It was felt that experiments on the pig might help 
in answering this point, in view of the similarity of its 
nicotinic-acid metabolism to that of man.* The results 
are briefly reported here. A full account of this work 
will be submitted for publication elsewhere. 

EXPERIMENTAL 

Eighteen weanling pigs of both sexes, weighing 
37-59 lb., from four litters were assigned to three groups. 
In the preliminary stage of the experiment, a deficiency of 
nicotinic acid was induced in all groups by giving a maize 
diet similar to that of Chick et al.,* * and consisting of 
ground white maize 79, pea-meal 10-5, purified easein 5, 
cod-liver oil 3, salt mixture 2-5. When the pigs ceased 
gaining or lost weight they were put on the experime nt 
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proper: group | (deficient controls) was maintained on 
the deficient diet, modified by replacing the maize with 
maize reconstituted from its milling fractions ; group 2 
(positive controls) received, in addition to this modified 
diet, 6 mg. nicotinic acid daily ; group 3 was given a diet 
in which the milling fractions of maize—namely, bran and 
hominy meal—containing most of the aleurone layer 
and 73% of the total nicotinic acid, had been hydrolysed 
for 30 minutes with 0-5 N-NaOH to liberate ‘* bound ’ 
nicotinic acid. The pigs were maintained on these diets 
for 9 weeks or until they succumbed to deficiency. They 
were weighed twice weekly and their daily food intake 
was recorded. The free and *‘ bound ”’ forms of nicotinic 
acid present in the diets were determined microbio- 
logically 1° and chromatographically.“ Tryptophan was 
estimated chemically.” 
RESULTS AND DISCUSSION 

Preliminary Deficiency Period.—Seventeen pigs became 
deficient within 17-63 days. One animal, which had 
been assigned at the beginning of the experiment to 
group 3, did not become deficient during the period of 
the experiment and was therefore not included. It 
became deficient only in the 14th week and was killed in 
a moribund condition for post-mortem examination. 

Experiment Proper.—The seventeen deficient pigs in 
the three groups were given, over a period of 9 weeks, 
their experimental diets. The average weight gains of 
the three groups are shown in the accompanying figure. 
The average weight of the deficient pigs (group 1) did 
not increase ; two animals finished the experiment in a 
moribund state and two others died in the 4th and 5th 
weeks. The remaining two pigs completed the experiment 
without showing signs of deficiency. Both required an 
exceptionally long preliminary period, 59 and 63 days, 
before they ceased to grow. One of them resumed growing 
shortly thereafter; the other at first lost weight but 
recovered towards the end of the experiment. Such a 
recovery has been observed by other workers.* ’ Ali the 
pigs supplemented with 6 mg. nicotinic acid daily 
group 2) recovered from the deficiency and maintained 
a steady gain in weight. The pigs given the alkali-hydro- 
lysed maize fraction (group 3) recovered also and gained 
in weight, though at a slower rate than the animals of 
group 2 which received the nicotinic-acid supplement. 
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Average weight-gain of pigs, deficient in nicotinic acid, receiving various 
treatments. 


1. Group I, deficient controls. 
2. Group 2, positive controls, receiving 6 mg. nicotinic acid daily. 
3. Group 3, receiving alkali-treated maize fraction. 


(+) Death of animal. 


The average weight gains, intake of food, of nicotinic 
acid, and of tryptophan, are given in the table. It will be 
seen that the control pigs lost some weight, that the other 
two groups gained appreciably and that they also ate 
much more food, and that these differences were statis- 
tically significant. 

Pigs of group 2 that received nicotinic acid grew 
significantly better than those of group 3 on hydrolysed 
maize ; they also ate more, but this difference was not 
statistically significant. The deficient group 1 consumed 
on the average 7:7 mg. daily of nicotinic acid, of which 
only 0-8 mg. was considered to be available. The vitamin- 
supplemented group 2 had 20-8 mg. total nicotinic acid 
daily of which 7-6 mg. was available. Group 3 on the diet 
in which 73% of the nicotinic acid present in maize had 
been liberated by alkaline hydrolysis, had daily 9-6 mg. 
nicotinic acid in free form, out of a total of 12-6 mg. It 
thus appears that the recovery of the pigs in group 3 was 
correlated with the availability of nicotinic acid, as 
found previously in rats.2% The curative action of the 
hvdrolysed-maize diet, given to group 3, was in striking 
contrast to the pellagra-producing action of the untreated 
maize diet given to the same pigs in the preliminary 
deficiency period when they consumed about the same 


EFFECT OF ALKALINE HYDROLYSIS OF MAIZE FRACTIONS (BRAN 
AND HOMINY MEAL) ON THE AVAILABILITY OF NICOTINIC 
ACID FROM MAIZE TO DEFICIENT PIGS 


(Average weight gain, intake of food, nicotinic acid, and tryp- 
tophan calculated for a period of 9 weeks) 





Intake 
of 
nico- 
—_ 
Fe acic 
& > Intake 
& &| Weight | Food | (ms. |" of 
= Diet = | gain (Ib. db r p A tryp- 
= - | per week) od. a . tophan 
a z week) ~ 
S 7 (g. per 
- +. day) 
2\¢g 
E| & 
=i 2 
1 Deficient -- | 6 |—O-2+1-26* |1-3 +0-32°| 0-8) 6-9) 0-8 
2 | +nicotinic acid, 6 5-0+0°33 2:5+0-15 7°6)13-2 1-5 


6 mg. per day } 
3 |-Hydrolysed maize 5 3-220-62 2-1+0-17 9-6) 3-0 1:3 
fraction 





* Standard error. 
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amount (10-8 mg.) of nicotinic acid but almost all in 
‘*bound”’ form. We conclude, therefore, that the main 
factor responsible for the recovery of the pigs in group 3 
was the availability of free nicotinic acid. We cannot, 
however, exclude as a contributory factor some other 
changes in the bran and hominy-meal fractions which 
may have occurred during the relatively mild alkaline 
hydrolysis. That there may have been some alteration 
in other constituents—e.g., in the proportion of amino- 
acids 4*—is indicated by the fact that the pigs of group 3, 
though they consumed more free nicotinic acid than the 
vitamin-supplemented group 2, did not do as well as 
the latter. 

As pigs react to a deficiency of nicotinic acid in many 
ways similarly to man, it is possible that the following 
considerations apply to both species. 

(1) If the ‘* bound ”’ nicotinic acid is not available to 
man, the only factor that determines the pellagra- 
preventive potency of a cereal would be its tryptophan 
content, and possibly its ability to alter by its own 
amino-acid content the imbalance of amino-acids in the 
diet.1* Thus there is in these circumstances no need to 
postulate a toxic factor in maize to explain its pellagra- 
producing properties. 

(2) The daily requirement of man has been estimated, 
on the basis of the average intake in the diet, to be 12 mg. 
nicotinic acid.1* In this value is included the “ bound ” 
nicotinic acid in cereals, that may amount to about 
30-50% of the total nicotinic-acid intake from an ordinary 
diet. If the ‘“‘ bound”’ nicotinic acid is not available, 
the above estimate of the daily requirement will be too 
high and should be reduced. An amount of 6-8 mg. 
daily seems a more appropriate estimate. This value 
agrees well with the curative doses of yeast which 
were needed by Goldberger and Tanner?® to cure 
pellagrins. 

(3) Alkaline treatment, which liberates the ‘“‘ bound ” 
nicotinic acid in cereals, could be a possible way of 
‘enrichment ’’ of the foodstuff. In this connection, 
treatment of maize with lime water has been reported to 
cure nicotinic-acid deficiency in rats,!* 17 and it has been 
suggested that lime-water treatment of maize as practised 
in Mexica may be responsible for the low incidence of 
pellagra among maize-eaters in that country. However, 
this mitigating effect of treatment with lime water has 
not been observed in other laboratories for both the 
rat 1® and man.’*® The explanation of these discrepancies 
has to await further experiments. 

Dame Harriette Chick and the late Sir Charles Martin took 
a keen interest in this work and we derived much benefit 
from talks and discussions with them. The experiments 
would not have been possible without the generous assistance 
we received from Quaker Oats Ltd., Southall, Middlesex, who 
carried out the large-scale hydrolysis and preparation of the 
maize fractions. We are particularly grateful to Mr. B. C. L. 
Summers and Mr. J. J. Holt of that company for their willing 
help. We wish also to thank Mr. P. Wilson for technical 
assistance. 

R. BRAUDE 
Ph.D. Reading 
S. K. Kon 
D.Sc. Reading, 

Ph.D. Warsaw, F.R.L.C. 
K. G. MITCHELL 
B.Se., Ph.D. Reading 
E. Kopicek 
M.D. Prague, Ph.D. Camb. 


National Institute for Research 
in Dairying, 

University of Reading 
Dunn Nutritional Laboratory, 
University of Cambridge, and 

Medical Research Council 





13. Koeppe, O. J., Henderson, L. M. J. Nutr. 1955, 55, 23. 

14. Kodicek, E. Lancet, 1942, i, 380. 

15. Goldberger, J., Tanner, W.F. Publ. Hith Rep., Wash. 1925, 40, 54. 

16. Laguna, J., Carpenter, K. J. J. Nutr. 1951, 45, 21. 

17. Cravioto, R. O., Massieu, G. H., Cravioto, O. Y., Figueroa, F. 
de M. Ibid, 1952, 48, 453. 

18. Krehl, W. E., Henderson, L. M., Huerga, J. De la, Elvehjem, 
C. A. J. biol. Chem. 1946, 166, 531. 

19. Goldsmith, G. A., Gibbens, J., Rosenthal, H. L., Unglaub, 
W. G., Miller, O. N. Fed. Proc. 1954, 13, 458. 





900 THE LANCET] 


Medical Societies 





ROYAL SOCIETY OF MEDICINE 
Intraventricular Administration of Drugs 
On April 19 the section of psychiatry, with Dr. W. 
MayeErR-Gross, the president, in the chair, had the 
opportunity of hearing, from colleagues in other disci- 
plines, about some recent work on the injection of drugs 
into the ventricular system of the brain. 


IN THE CAT 
Dr. W. S. FELDBERG, F.R.S., described, as a physiologist, 
the method he and Dr. S. L. SHERWooD use with cats, 
and showed a film illustrating some of their results. 
Drugs injected into the lateral ventricles, he said, come 
into contact with the important masses of grey matter 
lying round the third ventricle and the aqueduct. 


In this study the injections were made into the ventricles 
of conscious cats. The method first used was to bore a hole 
through the cat’s skull, under general anesthesia, and allow 
the skin to heal over it; injections could then be made 
through the skin. But the method was frightening ; the cats 
struggled, and had to be restrained ; and the person making 
the injection had no confidence that he was in the lateral 
ventricle rather than the surrounding brain tissue. More- 
over, the cats soon became hostile. A ‘ Polythene ’-covered 
cannula has therefore been devised which can be implanted 
at operation, screwed into the skull, and left in position. It 
is closed at the top by a rubber diaphragm, and injections can 
be made through this without annoying the cat—which is 
held gently in position by an assistant. 

The film showed the operation for implanting the cannula in 
an anwsthetised cat, the normal behaviour of the recovered 
animal, and radiographs of the skull with-the cannula in 
position. Cats tolerate the cannulas well, and some have had 
them implanted for over a year. 

The effects of various drugs were also shown. After acetyl- 
choline the cat retched, gave a few cries, and then sat still and 
subdued until the effects wore off. After atropine the same cat 
became lively, and appeared to be enjoying itself, rolling on 
its back or pacing and prancing. Its appraisal of its sur- 
roundings, however, seemed to be impaired, for it ignored a 
hand stretched out to it—though before the injection it had 


played readily with the assistant’s hand, reaching up to it 


with its paws and head. With larger doses of atropine it 
retched and vomited, its breathing became rapid, and its 
nictitating membranes relaxed and spread partly across the 
eyes. 

Under adrenaline or noradrenaline the cat became completely 
relaxed, drowsy, and flabby—laid out, as though under 
pentobarbitone (‘Nembutal’). With methantheline (* Ban- 
thine ’) there was also retching, vomiting, and rapid respira- 
tion. The cat used in this experiment was unable to stand or 
walk and developed nystagmus while under the influence of 
the drug, even though this was given in doses which would 
have had no effect if given intravenously. TJ ubocurarine 
produced salivation, defecation, much plaintive crying, and 
finally convulsions—which were checked by giving intra- 
peritoneal pentobarbitone. This cat, in spite of its experiences, 
was very friendly on recovery from the drug, and appeared to 
have forgotten the whole episode—in contrast to the cats 
in the original experiments, which long remembered resentfully 
attempts at injection, 

A very lively cat was chosen for injection with the anti- 
cholinesterase drug, di-isopropylfluorophosphonate (D.F.P.). 
After the injection it at once began licking and scratching 
itself as though afflicted with violent irritation over its body 
and head ; but the delayed effect of the drug was to put the 
cat into catatonic stupor during which it would retain for as 
long as ten minutes any posture into which it was put. It was 
perfectly capable of normal movement, however; for when it 
had remained for some time balanced across the stretchers of 
an upturned stool, a gentle push from behind caused it to 
jump down in its usual well-coérdinated manner. 


Dr. Feldberg believes that these are central effects, not 
due to any considerable absorption of the drugs into the 
peripheral circulation : for atropine, when injected intra- 
ventricularly, has no effect on the pupillary reflex ; and 
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tubocurarine produces convulsions instead of the paralysis 
seen when it is given subcutaneously. Retching and 
vomiting followed the injection of many drugs, no doubt 
because they are all injected into the same region ; but 
otherwise the variety of symptoms produced is con- 
siderable, including drowsiness, convulsions, catatonia, 
impaired awareness, sleep, muscular incodrdination, and 
spastic paralysis. The scratching and licking after D.F.P. 
is also a central, not a peripheral, effect ; for the same 
behaviour can be produced by electrical stimulation of 
the midbrain. The pruritus produced by morphine may 
be of similar origin; and so may the itching of lichen 
planus, which is relieved dramatically by the removal of 
a few millilitres of cerebrospinal fluid (C.s.F.) at lumbar 
puncture. D.F.P. produces catatonia resembling that 
seen in schizophrenia. This drug has been tried in the 
treatment of patients with myasthenia gravis, but has 
been given up because they complained of insomnia 
and terrifying nightmares and hallucinations. Given to 
schizophrenics, it was found to exacerbate the psychosis. 
Accumulation of acetylcholine in the midbrain may 
perhaps be responsible for clinical catatonia. Some of 
the drug actions studied may be an imitation of actions 
occurring normally in the brain tissue round the third and 
fourth ventricles. 

Dr. 8S. L. SHeRwoop had begun intraventricular 
experiments after exploring the electrophysiological 
aspects of this work in W. 8. McCulloch’s laboratory 
in the Illinois Neuropsychiatric Institute, and he is now 
working with Dr. Feldberg. He has studied the response 
to various drugs in 26 psychotic patients of long 
standing. Their ages ranged from 20 to 47 and their 
psychosis had persisted for periods of three to twenty- 
three years ; and 20 of them were schizophrenic, 7 had 
been leucotomised before the drug injections were 
started, 7 had leucotomy after the study had begun, 
and 8 had no surgical treatment. In each case the 
cannula was introduced into the lateral ventricle by 
the same technique as that used in the cats, and electro- 
encephalographic and other observations were made on 
the effects of different drugs. 


Adrenaline was tried in 5 patients, 4 of them with catatonia 
and 1 with epilepsy ; the drug produced general relaxation 
and lowering of muscle tone, the rigid patients letting their 
heads sink back on the pillow. There was no paralysis. In 
3 patients there were flushing, sweating, nausea, and vomiting 
and all became drowsy within ten to thirty minutes, though 
they were easily roused. Those who had been inaccessible 
responded to simple questions, and one who had not spoken 
for years remarked ‘‘ I wish someone would do this to you, 
doctor.”’ The effects wore off two to three hours later, leaving 
them as they had been before the injection except for some 
slight increase in spontaneity. 

The results of atropine (3 cases) were inconclusive, but 
spontaneous movements of a relaxed kind increased, and the 
patients showed a readiness—quite unusual—to smile and 
giggle. Methantheline was given to 11 patients (9 cases of 
catatonia, 1 of paranoid, and 1 of simple schizophrenia); an 
hour later they were all more active than they had been. 
Given large doses they became overactive, and showed signs 
of distress, so that the drug had to be stopped. They described 
hallucinations and delusions, and while some of them were 
aware of the abnormality of these experiences, they did not 
lose them. Under the infiuence of the drug, Dr. Sherwood 
noted, their complexions improved. Cholinesterase was tried 
in 15 cases, but it was difficult to get enough of the drug in 
a pure condition: most early preparations caused nausea and 
vomiting and a fall of blood-pressure. The best source proved 
to be a soluble preparation from human red cells, and prepara- 
tions made from this were less toxic. Within a few minutes of 
the injection the patients flushed and became more accessible, 
and after two to three hours they had improved sufficiently to 
look after their personal needs: in 6, indeed, behaviour 
approached normal. In one this improvement has persisted 
for four years and in another for two ; both had’ been leuco- 
tomised before receiving this treatment. All patients became 
more alert and coéperative, but 2 became agitated—perhaps 
because of increased awareness. 
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On the effects of hyaluronidase, both alone and with other 
drugs, no definite conclusions were reached. 

Serotonin was given to 4 patients. Within a few minutes 
they began to yawn and clear their throats; they flushed 
and then paled, and sometimes vomited. They began to talk 
freely—one sang and shouted—though there seemed to be 
no change in their thought processes. Still, they were more 
pliable, more interested, and cleaner. One was able to go home 
fot three months. 

Some of the responses seen—such as vomiting, a fall of 
blood-pressure and of C.S.F.-pressure, and improvement 
of complexion—were common to many drugs. Some 
women with amenorrhea began to menstruate again. 
He emphasised the suitability of intraventricular injection 
as a tool for the study of mental illness. 

Dr. DEREK RICHTER commented on the value of 
interdisciplinary collaboration : it cannot be often that 
a neurosurgeon and a. physiologist have worked 
together. He was impressed by the extent of the field 
opening for research, and looked forward to still wider 
collaboration. Perhaps a competent psychologist could 
add to the value of experiments such as this by assessing 
animal behaviour—for instance, by the use of animals 
trained in mazes. In cats, licking and washing is perhaps 
a frustration symptom: it is hard to understand it. It 
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would be interesting to study the effects of the halluci- 
nogens by this method. In the past decade we have 
recognised that the different brain centres differ in 
biochemistry and this method should add to our 
knowledge of their metabolism. 

Mr. R. H. J. Watson described some results of feeding 
anticholinesterase to rats, in order to reduce their 
cholinesterase level. He has measured their behaviour 
in terms of their capacity, before and after, to solve 
problems ; and he has noted that it is more difficult to 
extinguish conditioned responses in them after feeding 
than before. He compared this with the greater difficulty 
of extinguishing such responses in introverted, as com- 
pared with extraverted, people. In the deeply introverted 
schizophrenic, extraverting drugs such as cholinesterase 
might be expected to produce improvement. 

The CHAIRMAN asked why, when the circumventricular 
brain substance already contains more adrenaline than 
other parts of the brain, the injection of adrenaline 
should have a sedating effect. Dr. FreLtpBEerG replied 
that a substance like adrenaline which occurs naturally 
in the body presumably needs to be released into a form 
in which it can act; he cited the case of the action of 
acetylcholine in a sympathetic ganglion. 
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A LABOUR-WARD BED FOR SAFER ANASTHESIA 


THE dangers associated with the inhalation of stomach 
contents during anzsthesia in obstetric practice have 
recently received considerable attention, and there are 
many factors which make obstetrical anzsthesia specially 
hazardous. In one respect patients who are anzsthetised 
on a labour-ward bed are at a special disadvantage, 
because there is not usually any mechanism for rapidly 
lowering the head. Some obstetric beds do have a 
tilting-device, but at best it is of a type that involves 
delay in operation, and during this delay vomit may 
inhaled. The proper management of regurgitation of 
stomach contents under anewsthesia is to recognise it 
immediately, and immediately to lower the head so that 
postural treatment has been adopted before the vomit 
can be inhaled. Immediate recognition is a matter for 
the vigilance of the anesthetist, but it is no less essential 
that the mechanical device for changing the patient’s 
posture shall operate at a moment’s notice. 

The ordinary obstetric bed in use at Guy’s Hospital is 
simply a wide bed with a solid top and fitted with staples 
on one side to receive lithotomy poles when the patient 
is anzesthetised in the cross-bed position. The tilting- 
device here described has been adapted to this bed. 

In the new bed the upper surface is divided into three 
equal sections. One side of the middle section pivots 
between the adjacent top and bottom sections, while 
the other side of the middle section is free to fall below 
the level of the other two sections, thus giving the 
patient’s whole trunk a head-down inclination when 
she is in the lithotomy position across the bed. The 
normal horizontal position of the middle section is 
maintained by an extra leg which pivots freely on the 
side-bar of the middle section. If it becomes necessary 
to tilt the patient, a sharp kick on the pivoted leg sends 
it under the bed, and the middle section immediately 
drops into a tilted position. 

The chief problem in design was to devise a pivoted 
leg which was rigid enough to prevent the unintentional 
collapse of the middle section, yet free enough to yield 
instantly to an intentional but moderate push with the 
foot. Mr. W. P. Bentley, chief engineer, Guy’s Hospital, 
solved the problem by suggesting a leg mounted on a 
wheel to which a foot-brake is attached. With the brake 
on there is sufficient friction between the rubber tyre 
of the wheel and the floo» to prevent the leg from slipping 
in response to accidental pressure. On the other hand, 
a deliberate push on the foot-brake first releases the 
brake and then continues easily to displace the leg on its 
free-running wheel; thus the middle section collapses 
immediately. 


Two springs under the middle section help to cushion 
the sudden fall, and bolts are provided to lock the middle 
section securely when the bed is in routine use with the 
unanesthetised patient. The mattress is, of course, 
divided. 

This bed has been made by Mr. F. Woodall, of 
Guy’s Hospital works department, and his ingenuity 
and craftsmanship have overcome many difficulties of 
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detailed construction. These constructional details will 
differ with different types of bed to which the principle 
may be applied. It is my purpose now merely to draw 
attention to the principle of the device for immediately 
lowering the patient’s head by a simple movement of the 
foot, so that precious seconds are not wasted after the 
patient has vomited, and so that the hands of the anzs- 
thetist may be free for other urgent duties. 


Guy’s Hospital, 


London, 8.E.1 G. F. GIpBERD 
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Reviews of Books 


Fundamentals of Radiobiology 
Z. M. Baca, professor in the University of Liége ; PETER 
ALEXANDER, Chester Beatty Research Institute, Institute 
of Cancer Research, London. London: Butterworths 
Scientific Publications. New York: Academic Press. 
1955. Pp. 389. 40s. 


RADIOBIOLOGY is concerned with the study of radiation 
effects on living matter. It is a fairly new branch of 
science which has become very important since the 
release of nuclear energy. Professor Bacq and Mr. 
Alexander have written a fascinating and valuable 
survey based on the results of extensive research, 
scattered through 960 publications. Besides presenting 
the physical and chemical aspects of radiation in an easy 
and understandable manner, the book offers useful 
information, not only to those engaged in fundamental 
research on radiobiological problems, but also to those 
using radiation with a practical aim. 

The chapter dealing with the pathological effects of radia- 
tion on biochemical functions is of special interest. The 
authors draw attention to the fact that, except during the 
last days of life, little change is caused by sublethal doses of 
irradiation on general metabolism. The book summarises a 
great amount of experimental work on the processes by which 
normal physiological conditions can be re-established after 
irradiation. The practical aim of such investigations is to 
provide a scientific basis for the treatment of radiation 
victims. 

The difficulties met in the interpretation of complex 
reactions—e.g., the réle of adrenal hyperactivity and of the 
pituitary in radiation-sickness—are indicated. Clinicians in 
general, and radiotherapists in particular, will be interested 
in the section on chemical protection against X and y radia- 
tion, which includes a discussion of the possible biochemical 
mechanism by which various substances protect from radia- 
tion injury. There is a chapter about protection by shielding 
part of the body and by the injection of spleen and bone- 
marrow homogenates. The last chapter surveys the patho- 
logical effects of atomic explosions and gives a brief account 
of the genetical hazards of radioactivity. 


The book is well documented and illustrated and is 
written in a lively style. Professor Bacq and Mr. 
Alexander have made every effort to represent the 
selected material objectively, and their book will appeal 
to all who are working with radiation and are interested 
in radiobiological problems. 





Amphetamine in Clinical Medicine 

Actions and Uses. W. R. BETT, M.R.C.S., F.R.S.L. ; 
LeonaRD H. HowgLtLs, B.SC., M.D., F.R.C.P., physician, 
United Cardiff Hospitals ; A. D. MACDONALD, M.A., M.D., 
m.sc., Leech professor of materia medica, therapeutics, 
and pharmacology, University of Manchester. Edinburgh 
and London: E. & 8. Livingstone. 1955. Pp. 78. 
7s. 6d. 


Tus well-produced little book ‘is intended merely 
as a guide to the general practitioner as to when and when 
not to employ this basically useful drug.’”’ The chapter 
headings show that amphetamine is most widely employed 
in borderline conditions between the physical and the 
psychiatric. Psychiatrists may feel that in such conditions 
as fatigue and depression, psychopathic states, and 
enuresis and behaviour disorders in children the psycho- 
logical approach is more fruitful than the pharmaco- 
logical. Experience of alcoholism and other drug 
addictions, the subject of another chapter, shows that 
amphetamine may play a major réle in maintaining such 
addictions. The book is useful as a record of the con- 
ditions in which amphetamine has afforded opportunity 
for attempts at symptomatic treatment. 


Maladies de l’intestin et du péritoine 
Jean Racuet; ANDRE Busson; CHARLES DeEsBRAy. 
Paris: Flammarion. 1954. Pp. 1104. Fr. 9400. 


Tuts loose-leaf book is one of the series of modern 
French textbooks edited by Prof. Pasteur Vallery-Radot 
and Prof. Jean Hamburger. The intention is to keep this 
collection up to date by issuing yearly supplements and 
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revisions. In this volume Dr. Rachet and his colleagues 
give a full account of diseases of the intestine, rectum, 
and peritoneum. 


In the first chapters major symptoms are discussed generally. 
Detailed descriptions of individual diseases follow, with numer- 
ous references and illustrations. Some of the latter are excel- 
lent, and indeed the whole production is extremely good. To 
the English reader it may seem that undue emphasis is given 
to such matters as the size and position of the colon, since 
many physicians in this country attach little importance to 
ptosis of the colon or whether it is long or short. On the other 
hand the account of intestinal gas is particularly good and 
not easily found in English textbooks. The sprue conditions 
receive no more than 20 pages and the effects of wheat gluten 
in the diet in cceliac disease and steatorrhea is only 
mentioned briefly. 


A number of uncommon diseases are included, but a 
few rare conditions such as Whipple’s disease seem to have 
escaped notice. The index is perhaps hardly as full as 
might be wished; but the orderly arrangement of the 
subject matter makes this a good book of reference. 


The Path Through Penguin City 


Harry R. LIm.11e, B.SC., A.M.I.C.E., 
Ernest Benn. 1955. Pp. 302. 25s. 


As an engineer, biologist, and doctor, Dr. Lillie covers 
a wide range of subjects in this book, but if his Path 
Through Penguin City is labyrinthic there is a guiding 
thread in his exhortation: ‘‘ Don’t let us hate, but seek 
to help, that we may co-operate in brotherhood with all 
the. creatures of the earth.” 


The book includes a full account of his commendable 
efforts towards promoting humane killing methods in whaling, 
interesting observations on the wild life of the Antarctic, 
reflections on the basic values of life, and a naturalist’s 
excursions into theology. In fable-like conversations with 
him the penguins, gallant ambassadors of the whales, arraign 
man as the breaker of the peace of their realm. He ends 
with a vision of Nature taking her revenge for the misdeeds 
wrought by man against his fellow creatures. Dr. Lillie’s 
colleagues may be disappointed that he has not told them 
more about his medical work in the Antarctic. The drawings 
and photographs are from Dr. Lillie’s own pen and camera. 


M.B. London : 





My Fight against Osteo-Arthritis (London: Faber & 
Faber. 1955. Pp. 105. 8s. 6d.).—This little Pilgrim’s Progress 
describes how Eve Orme, attacked early by osteo-arthritis 
of the hip, has come by painful stages to recognise and size 
up her enemy, to face him squarely, and, with professional 
help, to parry or soften many of his blows. For fellow patients 
the story and her reflections and practical advice should be 
most helpful. Her medical advisers come out of the tale 
better than other healers. Her best friend, found through a 
clinic, was a skilful and imaginative physiotherapist. A wise, 
candid, tolerant, and friendly little book. 


Physical and Psychical Research (Reigate: Omega 
Press. 1954. Pp. 213. 15s.).—Psychical research seems to have 
a fascination for some physicists, as famous names attest. 
Isaac Newton was the greatest of these parergal inquirers 
into “the more far-flung regions of human experience and 
thought ’—as Mr. C. C. L. Gregory and Miss Anita Kohsen, 
the authors of this book, call their paranormal field—but he 
was not the most fortunate in his choice of subject and 
method. Mr. Gregory and Miss Kohsen approach psychology, 
psycho-analysis, and parapsychology with a sophisticated 
understanding of the modes of thought that prevail in the 
natural sciences and are usually considered essential for any 
scientific work. They hold that we may be satisfied with 
knowledge derived by either logico-deductive synthesis, 
inductive synthesis, operationalism, or intuition; subjects 
of inquiry such as dynamic psychopathology and psychical 
research which do not derive support from the second or third 
of these functions are in a weak position at present. After 
covering a wide field in their review of the nature of belief and 
acceptable evidence, they plead for less scepticism and a 
loosening of the conceptual requirements of science, which 
should not, in their view, be necessarily self-validating. 
Though their argument is suggestive, they do not ‘sufficiently 
consider the routes of error, so easily trodden when the 
traveller leaves the sanctioned highway. 
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in quick time... 


To those suffering from skin diseases 

there is new hope of speedy recovery. 

Many inflammatory conditions that were 
previously intractable yield quickly 

to Chloromycetin. 

For topical application Chloromycetin 

is available in the form of a smooth, non-irritating 
cream giving a high local concentration. 

It is also of great value as a routine 


minor wound dressing. 


CHLOROMYCETIN Gzceam 


@ Chloromycetin Cream, 1 per cent, is available 
in collapsible 1 ounce tubes. 


‘1p: Parke, Davis & COMPANY, LTD. (inc. U.S.A.) HOUNSLOW, MIDDLESEX Tel: Hounslow 2361 
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scope in general practice... 


available in many dosage forms 


ACHROMYCIN tetracycline, Lederle’s newest broad-spectrum anti- 
biotic, is now derestricted and can be prescribed on E.C. 10. It 
is available in many convenient therapeutic presentations enabling 
the practitioner to select the most appropriate form that best suits 
the needs of the patient. All these dosage forms embody the striking 
advantages of ACHROMYCIN .. . widest range of antibacterial action, 
higher solubility and diffusion in body tissues, lowest incidence of 
side effects. These advantages mean greater comfort for the patient, 
quicker response and greater economy in prescribing. ACHROMYCIN 
is well tolerated by patients of all ages in all its dosage forms. 
Average adult dose of ACHROMYCIN, like that of Aureomycint 
chlortetracycline—from which it is derived—is 1 GRAM DAILY. 


ACHROMYCIN FOR GREATER COMFORT, POTENCY AND ECONOMY 


Capsules 50 mg.—Vials of 25 and 100, Oral Suspension, Cherry-flavoured— 
250 mg.—Vials of 16, bottles of 100, Bottles of 1 oz. 
Tablets 50 mg.—Vials of 25 and 100. 


; : : Pediatric Drops. erry-flavoured— 
250 mg.—Vials of 16, bottles of 100. Drops. Cherry a 
“ Bottles of 10 cc. 
{ntramuscular. Vials of 100 mg. 


Intravenous. Vials of 250 mg. and Soluble Tablets. 50 mg. Bottles of 100. 


500 ME. Spersoids.+ Dispersible powder—Jars 
Ointment 3 %. Tubes of } oz. and 1 oz. of 36 Gm. and 75 Gm. 

Ophthalmic Ointment 1%. Six tubes 

of 4 oz. * Regd. Trade Mark. + Trade Mark. 
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Surgery of Temporal-lobe Epilepsy 

HUGHLINGS JACKSON, over seventy years ago, sug- 
gested that certain epileptic phenomena in which the 
aura or the whole attack consisted in a dreamy state— 
often with semi-purposive automatic movements, or 
ill-defined hallucinations of smell or taste, or of 
epigastric sensation—reflect a discharging lesion in 
the temporal lobe. During the past decade this 
concept of ‘“temporal-lobe epilepsy” has been 
elaborated, largely with the help of more accurate 
electro-encephalographic techniques for localising the 
site of electrical discharge. The group of epilepsies so 
defined is often associated with personality disorders, 
which may be grave : indeed, it is becoming more and 
more likely that these are the cases that have given 
rise to the idea of the epileptic personality and 
epileptic deterioration. Furthermore, as the number 
and range of anticonvulsant drugs has increased, it 
has become clear that they are especially resistant to 
drug treatment ; and sometimes, when control of the 
fits is achieved, the personality disorder grows worse 
rather than better. The possibility of successful 
surgical treatment is therefore particularly worth 
exploring. 

PENFIELD and FLanictn! in 1950 reported the 
results of excising the anterior part of one temporal 
lobe in which a recognisable macroscopic lesion was 
held to be causing fits: abolition or great reduction 
of attacks followed in over half of their 55 cases. 
BarLey et al.? in 1953 recorded considerable improve- 
ment both in fits and in associated psychiatric dis- 
orders in 42°, of 64 patients, in many of whom the 
diagnosis was less definite in that no macroscopic 
lesion had been demonstrated though the general 
clinical picture and pattern of attacks and a localised 
electrical abnormality were regarded as_ sufficient 
indications for excision. In our last issue Mr. MuRRAY 
FaLconer and his colleagues summarised further 
encouraging results. Of 30 patients, 27 had complete 
or considerable relief from fits, and of the 29 who had 
an associated personality disorder 20 showed improve- 
ment in this also. These workers emphasise that, as 
PENFIELD suggested, removal of the deeper structures 
of the lobe—the uncus, hippocampus, and amygdaloid 
complex—is desirable. They also make a small but 
important technical advance in endeavouring to 
remove the lobe in one piece, which offers far greater 
opportunity for histological study. 

Both from these observations and from the number 
of cases now being treated surgically, it is clear that 
the operation holds promise. Nevertheless, very 
careful thought is needed before recommending any 
procedure that involves irreversible change to the 
brain; and we must know as certainly as possible 
what psychological changes it is likely to induce. 
After his temporal lobectomy on the dominant side, 











1. Penfield, W., Vianigin, H. Arch. Neurol. Psychiat., Chicago, 
950, , 491 

2. Bailey, P., Green, J. R., Amador, L., Gibbs, F. A. Proc, Ass. 
Res. nerv. Dis. 1953, 31, 341. 
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FALCONER notes a slight nominal dysphasia_ in a third 
of his cases, and some impairment of verbal learning. 
How far these will be a disability must depend on the 
nature of the patient’s life and work. Perhaps more 
important ultimately, however, are the finer personality 
changes that might follow—changes less likely to 
emerge in formal tests than to be seen by those living 
in intimate contact with the patient. At this stage 
we should take with a grain of salt any dogmatic 
statement that no such alterations occur, bearing in 
mind the earlier experiences with leucotomy, and the 
evident association between disorder of personality 
and lesions of the temporal lobe. We must also 
be certain that improvement is specifically due to 
removal of temporal-lobe tissue which is behaving 


abnormally. There is a growing tendency to 
base cortical excisions for epilepsy mainly on 


the site of localised electrical abnormality; but 
such abnormality may be transient, nor need it 
necessarily be initiated at its site of cortical mani- 
festation (Grpss,3 Russet. Meyers *). Even at the 
morphological level, the causative association between 
the lesion and the epilepsy can be criticised, as is done 
by Dr. Crome on p. 882. Such arguments cannot 
invalidate good clinical results of surgical treatment, 
but they reinforce the demand for adequate clinical 
assessment over an adequate period. Barry et al.? 
conclude their paper by saying that “no appraisal 
of the surgical treatment of epilepsy will have much 
validity unless at least five years have elapsed since 
operation in every case”’; and most people who are 
experienced in the management of epilepsy will 
welcome these cautious words. 

The decision to operate will always have to be made 
on an individual judgment. In some cases the chance 
of even temporary improvement, especially where there 
is a serious personality disorder, will outweigh other 
considerations. But as it is at present unlikely that 
in this difficult field of treatment, operation will be 
lightly withheld, the need is chiefly to temper enthusi- 
asm. Those now engaged in this work are evidently 
well aware of the still unanswered questions it poses. 
Such teams as those of FaLconER and his colleagues 
from the Guy’s-Maudsley unit are particularly well 
qualified to answer them, and in doing so they will 
not only advance therapy but add to our knowledge 
of cerebral function. 


Medical Education 


Our students get a vocational training in clinical 
medicine, preceded by a period of preparatory educa- 
tion in relevant basic sciences. The vocational 
training has become unsatisfactory because the 
student is confronted with more and more informa- 
tion and techniques which distract his attention from 
essentials; and the educational preparation has 
become unsatisfactory because from the earliest 
stage, the student is taught a great deal that he has 
no need or wish to know. The earlier part of the 
curriculum ought to be more vocational ® and the 
later part more educational; we should recognise 
that the attempt to be comprehensive is futile if it 
prevents comprehension; and we should urgently 

3. Gibbs, F, A. Amer. J. Dis. Child. 1954, 88, 596. 


4. Meyers, R. Epilepsia, 1954, 3, 9. 
5. O'Meara, R. A. Q. Lancet, Jan. 22, 1955, p. 194. 
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be seeking, for our students, a new balance between 
principles and practice which will make them better 
qualified to practise medicine as it is and will be. 
Yet in Britain we have hardly made any progress 
towards doing these things. 

In the basic sciences which we teach, many changes 
have taken place; and these are well described by 
Dr. D. C. Styciarr, demonstrator in human anatomy 
at Oxford, in a book on Medical Students and Medical 
Sciences ® which could be read with advantage by 
clinical as well as preclinical teachers. As they have 
grown, the basic subjects have been affected by what 
Sir Russet Brat has called the “ counter current 
of specialisation ’’ and have become more intimately 
mixed with each other. Anatomy, aided by radio- 
logy, is able to leave the cadaver and begin the study 
of living structure. Physiology, which gave birth 
to biochemistry, has now (as SINCLAIR points out) 
a child as big as itself; and it has also spread so far 
and wide that there is some doubt as to exactly what 
remains at the centre. Moreover, though anatomy, 
physiology, and biochemistry are still the mainstay 
of the preclinical curriculum, biophysics and statistics 
are now with good reason beginning to be admitted. 
Most people recognise, too, the need for futwre doctors 
to learn something of the development of the human 
mind and of its normal reactions, though this does 
not necessarily imply recognition of psychology as a 
science. (SINCLAIR, as an anatomist, suggests that 
medical students would perhaps learn all the psycho- 
logy they need by watching general practitioners 
at work: to which some psychologists and possibly 
many general practitioners might retort that the 
same process would teach the student all he is likely 
to remember of anatomy.) As for morbid anatomy, 
which has so long (in Britain) been neither pre- 
clinical nor clinical, but a curriculum in itself, increas- 
ing knowledge of function and dysfunction shows 
that it can no longer be expected to provide all the 
answers. The necropsy-room is still a palace of truth, 
but the truth it offers is not the whole truth. 

Srvcutair has lately made a study of medical 
schools both in this country and in the United States, 
and all who have done likewise will agree with him 
that we have been relatively slow to translate the 
above changes into teaching practice. Efforts have 
been made, especially in anatomy and physiology ; 
but, as he says, “ there are still many schools where 
the formal lecture course deals in full textbook detail 
with the scientific side of Pathology, where the 
museum of gross specimens is the main feature of 
the teaching, where there is little liaison between 
clinicians and pathologists, and where the emphasis 
is on making the students into pathologists rather 
than on making them into doctors.” (Indeed in 
some schools there is little liaison even between 
bacteriologists and morbid anatomists.) In the 
United States there is at least much awareness that 
times have changed and that new problems of educa- 
tion cannot necessarily be solved by old methods. 
Furthermore, American universities, themselves 
primarily responsible for maintaining the standard 
of their graduates, are free from external restrictions 
on their curricula and thus have the great advantage 
of freedom to experiment. Many have made use of 
this advantage, and in terms of changes in the 

| Medica Pp. 154. 25s. 
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preclinical curriculum, which in America includes 
pathology, two main aims are discernible : 

The first is to increase the integration of the basic 
sciences with each other, grouping them in time so that 
the student passes from study of normal structure and 
function to that of abnormal. (In Western Reserve 
University the experiment of integrating the pre- 
clinical subjects with clinical work is in progress). 
Though the value of these experiments cannot yet be 
gauged, there is at any rate no doubt that any medical 
school in which the staff get together to plan a new and 
improved programme benefits greatly from the resulting 
integration of the teachers, irrespective of any changes 
that may or may not be made in the curriculum. 

The second aim has been to correlate preclinical 

studies more closely with clinical work. In many schools 
this goes well beyond the liaison between the depart- 
ments of physiology and medicine which is customary in 
Britain, and in some it seems, indeed, to go beyond the 
limits set by the maturity of students in their first and 
senior years and by their lack of any clinical technical 
skill. We should do well to study these schemes and note 
their practical difficulties, for they are attractive in 
principle and frequently advocated. It should be 
remembered, however, that one of the reasons for bringing 
clinical work into the preclinical period is to attract the 
student—to offer a clinical carrot to a_ preclinical 
donkey—and it seems preferable in principle to make 
basic sciences interesting and exciting in their own 
right, as they certainly can be. It is also relevant that 
the student is increasingly confronted with science during 
the clinical part of his training, and now finds that he 
learns much physiology from the cardiologist and the neu- 
rologist, just as he has always learnt surgical anatomy 
and surgical pathology from surgeons. This natural 
evolution has been recognised in some schools in America, 
and at Johns Hopkins (the traditional home of basic 
sciences) only an introduction to physiology is given in 
the preclinical department, the remainder coming later 
from the staffs of the medical and surgical departments 
of physiology. 
Reorganisation of the curriculum is not a cure for 
all ills, and tinkering with it does more harm than 
good. Yet, in Sryciar’s words, “ unless we are 
constantly thinking over how the form of our teach- 
ing could be made more stimulating and thus more 
valuable, it is fatally easy to slip into the comfortable 
bonds of routine, and to be satisfied that if the 
student complies with the statutory regulations of the 
medical degree we have done our best by him.” 

In the final analysis the most important factor 
in medical education will always be the attitude of 
mind of the teacher. Since the late war there has 
been a shortage of preclinical teachers; and it is 
to be hoped that Srmyciarr is right in thinking that 
today “ academic work in Britain is no longer quite 
the bad financial proposition relative to clinical work 
that it used to be, bearing in mind the many advan- 
tages of the quiet life.” But unhappily the possession 
of the strongest team of basic scientists gives no 
guarantee of keen and able teachers. “‘ The Great 
Teacher,” StvcLarr aptly remarks, has been replaced 
by “The Great Research Worker,” and for many 
teaching is a “ tedious activity ” to be “ performed in 
spare time.” Similarly, for some clinicians teaching 
has come to be primarily a verbal by-product of the 
concomitant care of their patients, delivered to a 
group of unnamed students. Yet the interest taken 
in his work by the student will always be a reflection 
of the interest taken in him as an individual by his 
teachers, and in this respect a contrast to our dis- 
advantage has been drawn between British and 
American medical schools. The American teacher, 
as a rule, is interested in the individual student and 
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is no longer much interested in didactic teaching. 
Above all (again in Sryciarr’s words) “he knows 
what he is trying to do, and how he intends to set 
about doing it.” His objective, if he is a preclinical 
teacher in any of the better schools, is not to impart 
factual knowledge but rather to inculcate a scientific 
method of thought and to stimulate the student to 
use this so that he may learn for himself, and remain 
able to learn for himself. Such an objective is attain- 
able for a large proportion of students, but only if 
examinations are not exerting on them a diametrically 
opposed incentive. It is for this reason that in the 
best American schools examinations now play a very 
small part in the lives of students—a sharp contrast 
with the recent past. Such examinations as remain 
are intended principally to augment education rather 
than to assess knowledge; and they are no longer 
the main factor in deciding what the student tries 
to learn. Surely the time has come when we in this 
country should open our eyes both to the imperfections 
of our teaching and to possible means of removing 
them ? 


Annotations 





ALBERT EINSTEIN 


Einstein was one of the greatest scientists of all time. 
Some would say that with Newton he stood above them 
all. 

He was born in Ulm on March 14, 1879, of Jewish 
parents. As a boy he does not seem to have made a 
favourable impression on his teachers—probably because 
of his dislike of the ordinary school discipline, his shyness, 
and his great desire for privacy. But those who were 
nearer to him discovered his love of music and his 
promise of creative ability. It is said that at an early 
age he learned almost unaided to solve simple algebraical 
problems, and that he discovered for himself a proof 
of the theorem of Pythagoras. There is the story that, 
when given a mariner’s compass at 5 years of age, he 
showed profound emotion and wonder at the sight of 
the needle pointing for no apparent reason always in 
the same direction. One might almost suppose that at 
that moment there came to his childish mind some vague 
foreshadowing of his life’s great work—his abolition 
of the absolute attributes of space and time, and his crea- 
tion of a space-time geometry which, while it successfully 
embraced the phenomena of gravitation, never fully 
succeeded in including those of electricity and magnetism. 

From 17 to 21 Einstein was a student at the Zirich 
Polytechmic and a year later he became a Swiss citizen 
and obtained a quite humble job in the Swiss Patent 
Office at Berne. This gave him the leisure he required for 
developing his thoughts. In his first year at Beyne he 
began to produce papers on theoretical physics, while 
in his third year, 1905, he published three papers which 
fairly shook the scientific world. One of these dealt with 
the Brownian movement manifested by microscopic 
particles as a result of molecular bombardment, and paved 
the way for the only really direct proof of the existence 
of molecules. Another was concerned with the photo- 
electric effect and involved a completely revolutionary 
advance in Planck’s quantum theory. The third was 
a 30-page paper giving the full development of his 
Special Theory of Relativity. As a result of these achieve- 
ments, he held between 1909 and 1913 professorships in 
Zurich and Prague; and in 1914 he went to Berlin as 
professor of physics and director of the Kaiser Wilhelm 
Institute for Research. During these years he had been 
working on an extension of his Special Theory; and 
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finally, after many failures and disappointments, he 
published in 1915 his greatest masterpiece, the Generalised 
Theory of Relativity—his theory of gravitation. 

In 1933 Einstein left Berlin as a result of the Hitler 
purge; and, after spending some months on the 
Continent, emigrated to the United States where he 
became a professor of physics at the Institute for 
Advanced Studies in Princeton. There, up to the time 
of his death, he was occupied in trying to develop a further 
extension of his theory which would embrace the electro- 
magnetic as well as the gravitational field. But though 
he believed that he had obtained partial success, the 
complete solution always eluded him. About 1940 he 
became an American citizen. 

It is often supposed that Einstein’s greatness lay in his 
mathematical ability. That was not so. Though he 
was, judged by the highest standards, a fine mathe- 
matician, there were others even in his own generation 
who were much greater. His surpassing brilliance was 
in the field of theoretical physics; and his stupendous 
imagination and piercing insight enabled him to probe 
its foundations, to discover the flaws which were there, 
and to rebuild from the very bottom the whole structure 
anew. To do this he had to employ the most complex 
mathematical machinery ; but that machinery was not 
of his own making. It had been developed by others— 
by Gauss, Minkowski, Riemann, Ricci, and Levi-Civita, 

It is remarkable that many of the fundamental 
conceptions he put forward during the development of 
his theories are essentially simple—so simple that 
generations of thinkers had passed them by without 
appreciating their significance. The idea of the absolute 
simultaneity of separated events had passed unchallenged 
since the days of Newton. Yet Einstein saw that in 
terms of physically possible observations the idea was 
meaningless, and that the difficulty could be over-come 
only by completely changing our ideas on space and 
time. This he did, and then went on to develop his 
Special Theory of Relativity. Again, at the outset of his 
work on the Generalised Theory he was struck by the 
curious coincidence that the inertial mass and the 
gravitatignal mass were always proportional to one 
another. This fact, together with the similarity between 
the effects of a gravitational field and those of an 
accelerated coérdinate system, suggested to him that 
there were strong a-priori reasons for supposing that an 
extension of his theory to include accelerated motions 
might be achieved if the manifestations of gravitation 
could be shown to arise out of the peculiar geometrical 
properties of space-time. Although in both these cases 
a vast labour lay between the first idea and the developed 
theory, the ultimate victory could scarcely have been 
achieved without these flashes of inspiration, of which 
there were many more examples. 

It has been said that if Einstein had never written a 
word on Relativity he would still have been one of the 
foremost theoretical physicists of his generation: his 
revolutionary contributions to the quantum theory in 
its earlier phases would have sufficed to ensure that. 
The greatest bugbear of modern science is its dual 
character. Microscopic physics has to be expressed in 
terms of quantum theory, which depends on laws of 
probability ; while macroscopic physics has to be 
expressed in terms of relativistic theory, which is governed 
by the laws of causality. And the two theories appear 
completely incompatible. Most scientists believe that 
ultimately when the two become merged into one, the 
underlying theory will be of the probability type, while 
the relativistic theory for large-scale phenomena will 
be found to be derivable from it statistically. Einstein 
took the opposite view. He felt that the probabilities, 
uncertainties, and discontinuities of the quantum theory, 
while providing a useful tool in the present incomplete 
state of knowledge, was fundamentally unsatisfactory 
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and represented only a passing phase in science. He 
felt that the all-embracing theory would be found to be 
based on the laws of causality. And it was his belief 
that the first step towards this larger synthesis was a 
further extension of his Generalised Relativity which 
would embrace in a space-time geometry not only 
gravitation but electromagnetism. 

In spite of his retiring nature Einstein played a leading 
part in the general affairs of the world in which he lived. 
He was an outspoken and courageous pacifist, and during 
the first world war he was one of the few German 
intellectuals who refused to sign a manifesto in support 
of German militarism: instead he issued one of his 
own protesting against it. In later years he vigorously 
opposed Hitler and Nazism and their anti-Jewish 
activities ; and it was in support of his fellow Jews that 
he thrust aside his shyness and made the few public 
appearances of his career. 


SUCROSURIA 

ONCE sucrose is absorbed into the blood-stream it is 
not metabolised but excreted in the urine. But sucrose 
is not a reducing sugar and so will not be detected in the 
urine by routine chemical examination. Reports of 
patients with sucrosuria are very rare. In 1939 Elmer 
et al.! described a single patient and reviewed earlier 
reports. They concluded that there were two varieties 
of the condition in adults: in ‘‘ endogenous ”’ sucrosuria, 
which has been noted in patients with pancreatic dis- 
order, the sucrosuria persists even though sucrose is 
absent from the diet; and in ‘‘ exogenous ”’ sucrosuria, 
as in their own patient, sucrose in the diet is either 
poorly converted to glucose and fructose in the intestine 
or is absorbed unsplit by the gut wall. 

Infants and small children are less tolerant of sucrose 
than adults, and Lahdensuu ? showed by tolerance tests 
that the intestinal absorption of sucrose, and hence 
sucrosuria, is increased by feeding sodium bicarbonate 
and lessened by feeding hydrochloric acid. In 1910 
Reuss * had noted that sucrosuria was common in infants 
who had had gastro-enteritis, and this he attributed to 
increased permeability of the intestinal wall. Obviously, 
therefore, the significance of sucrosuria in infants 
and young children must be carefully evaluated. 
Moncrieff and Wilkinson * quote paper-chromatography 
observations by Woolf that not more than 30 mg. per 
100 ml. of urine is found after meals in normal infants 
and children. Any considerable amount of sucrose in 
infants and children, therefore, is likely to mean an 
anomaly either of sucrose digestion or of intestinal perme- 
ability. Reiner and Weiner * described a 7-month-old 


boy who had temporary sucrosuria during a febrile 
illness. At the age of 18 months the boy was mentally 


Moncrieff and Wilkinson * have recorded 
a girl of 30 months, a girl of 18 months, and 
a boy of 18 months—in which sucrosuria up to 150 mg. 
per 100 ml. was present on a normal diet. All three 
children were mentally defective and had hiatus hernia. 
These children excreted sucrose, lactose, fructose, and 
occasionally glucose in abnormal amounts when fed 
sucrose and lactose; but sugar excretion was normal 
when they were given glucose, fructose, and lactose. 
Sucrose, with glucose and fructose, caused only a slight 
It appeared, then, that 


defective. 
three cases 


increase in glucose excretion. 


it was lactose and sucrose together in the diet which 
caused the abnormal increase of urinary sugars. Moncrieff 
and Wilkinson believe that the anomaly is one of 


intestinal absorption, since there must be some splitting 

of sucrose to explain the appearance of glucose and 

1. Elmer, A. W., Krasowska, M., Ptaszak, L. Acta med. scand 
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fructose in the urine after a test dose of sucrese. They 
were unable to get any specimens of intestinal juice 
during life, but in one child a post-mortem specimen was 
found to split sucrose and lactose. The hiatus hernia, 
though perhaps part of the syndrome, cannot be the 
cause of the sucrosuria, for a number of children with 
such hernia were found to have normal sugar metabolism. 
Again, it is tempting to attribute the mental defect to the 
sucrose in the blood, but in the one child who died the 
brain showed a number of developmental abnormalities. 
This is an interesting new field of study, not only for 
its clinical significance, but for the light it may throw on 
sucrose tolerance in normal infants and children. 


AORTIC STENOSIS 

SuRGIcAL treatment of aortic stenosis +? has quickly 
followed the successful relief of pure pulmonary stenosis, 
but the indications for operation are not yet defined. 
Bergeron and his colleagues* have recently analysed 
100 cases of aortic stenosis to see whether the severity 
of the lesion and its prognosis could be predicted from 
clinical findings alone. In all cases thé diagnosis was 
confirmed at necropsy, and associated valvular lesions 
excluded, while three grades of stenosis—mild, moderate, 
and severe—were recognised from post-mortem measure- 
ments. Bergeron et al. conclude that assessment of the 
severity of the lesion from clinical findings is unreliable 
and difficult, for the severity did not necessarily match 
the signs except when they found the classical picture of 
systolic murmur and thrill, diminished second sound, 
and a small pulse, which almost always indicated severe 
stenosis. Conversely, severe stenosis could be present 
with a systolic murmur alone, which was sometimes 
apical rather than basal. In 11 cases, only 2 of which had 
mild stenosis, no murmur was heard at any time, which 
added to the difficulties in diagnosis ; this was not just 
a terminal event due to extremely low output, since 
2 patients only were in failure. The second sound was 
unreliable as a guide to diagnosis or severity, but a pulse 
pressure of 30 mm. Hg or less usually indicated severe 
or moderate stenosis ; but severe stenosis was not ruled 
out by higher pressures. Many patients remain 
symptom-free throughout their life or for many years. 
On the other hand, the onset of auricular fibrillation, 
heart-failure, cardiac pain, or syncope were grave 
prognostic signs in Bergeron’s series; for 75% of those 
in whom fibrillation developed, and 50% of those whose 
hearts failed, died within a year. If two or more of these 
manifestations coexisted the prognosis was much worse. 
But for most patients the outlook was good, and the 
mean age of death in the series was nearly 69. 

These findings agree with those in other series 4 5 and 
emphasise the many points of similarity between pure 
aortic and pulmonary stenosis, particularly as regards the 
murmur and second sound, and the long survival without 
symptoms in many cases. This is not surprising since the 
two lesions are anatomically rather similar, and they 
both gause simple obstruction to the outflow from their 
respective ventricles, At present the reasons why a 
ventricle should suddenly fail after overcoming an extra 
load for so long are imperfectly understood, although 
inadequate blood-supply to the myocardium from 
associated coronary narrowing or the stenosis itself must 
be important factors. It is therefore impossible to judge 
when failure is imminent until symptoms have appeared. 
Campbell * has pointed out that a considerably raised right 
ventricular pressure in pulmonary stenosis may be an 
indication of the need for operation, even in the absence 
1. Bailey, C. P., Bolton, H. E., Jamieson, W. L., Nichols, H. T. 

Circulation, 1954, 9, 22. 
. Logan, A., Turner, R. Lancet, 1954, i, 1091. 

. Bergeron, J., Abelmann, W. H., Vazquez-Milan, H., Ellis, L. B. 

Arch. intern. Med. 1954, 94, 911. 

. Kumpe, C. W., Bean, W. B. Medicine, 1948, 27, 139. 
. Lewes, D. Brit. med. J. 1951, i, 211. 
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of symptoms; but in aortic stenosis right-heart 
catheterisation cannot measure left ventricular pressure. 
Whatever the final view on the right time for operation 
in aortic stenosis, all the evidence points to a rapid 
downhill course when major symptoms appear, and there 
is always the slight risk of sudden death without warning. 


SPENDING ON HEALTH 


A CONCERN for health rather than ill health is seemingly 
a hard thing for a health service to achieve. Prof. 
Thomas McKeown, speaking at the Royal Sanitary 
Institute’s congress this week, pointed out that not 
only the public but members of Parliament think that 
the health of the country depends mainly on the adequacy 
of the medical service and especially on the hospitals ; 
yet this view is not based on examiination of the evidence. 
There is a deep-rooted reluctance among us to admit we 
cannot pay for everything that might conceivably help 
a sick person; but if we go on trying to develop the 
medical services along traditional lines it will cost far 
more than we can afford. Is there, for instance, any 
prospect of creating a satisfactory service for the mentally 
sick, and the aged and chronic sick, at a price which we 
shall be able to pay ? 

The value of a medical service, in Professor McKeown’s 
opinion, can be measured reasonably precisely in terms 
of mortality and morbidity rates: and one way of 
judging the effectiveness of medical measures would be 
to discover the degree in which, at a given cost, they 
contribute to the extension of life, or to making life more 
free from illness. This cannot be done at some given 
moment, once and for all; what is needed is continuous 
appraisal, such as is practised in any large industry 
which has to relate its affairs to changing conditions. 
In any case the curative services, he holds, have con- 
tributed relatively little to the falling mortality and 
morbidity of the past 150 years: the decline can be 
much more probably attributed to an improvement in 
living conditions, ‘*‘ possibly influenced to a small extent 
by medical teaching.”’ Indeed, it is not so much what 
happens when we become ill that matters: we owe our 
longer healthier lives to the fact that in general we 
become ill less often. Our hopes for the future then, he 
thinks, should be vested largely in the prevention of 
disease, because that has been the main source of improve- 
ment in the past. He does not suggest, however, that the 
preventive methods which have so far been successful, if 
merely extended, would serve to deal effectively with 
modern problems: in fact, he declares they will not. 
Thus traditional methods may still reduce infant mortality 
in areas where it remains high, but they cannot affect 
infant deaths due to congenital malformations or to 
prematurity—problems calling for a kind of research not 
traditionally regarded as in the field of public health. 
Similar considerations apply, he suggests, to mortality 
in general: preventive medicine, in fact, should no 
longer be linked in our minds only with infectious diseases : 
it must take within its scope the whole of human 
disease, and must cease to think of bacteriology as its 
parent discipline. 

BLAND-SUTTON 


John Bland-Sutton was a great man—great enough to 
achieve distinction despite the opposition that blocked 
the progress of the pioneer. He was born on April 1, 
a hundred years ago, and it is fitting that his centenary 
should have been commemorated at the Middlesex 
Hospital and Medical School where he spent the whole 
of his professional life. He was the first graduate of the 
school to be appointed a member of the honorary staff, 
and of the many outstanding men who have been asso- 
ciated with the hospital he is perhaps the one who has 
endeared himself the most and whose influence has been 
greatest. It was his gift of the Bland-Sutton Institute 
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of Pathology, since emulated at many other hospitals, 
that opened the way to the seientific development which 
has enabled the Middlesex to reach its prominent position 
among teaching schools. The extent of the advance 
stemming from his inspired gift was well shown by the 
scientific exhibits presented in the Medical School on 
April 22 to illustrate the work now in progress. His 
original institute, to which are now added three others 

the Barnato-Joel Physics Laboratories, the Courtauld 
Institute of Biochemistry, and the Institute of Clinical 
Research—together with six other professional depart- 
ments, arranged such a display as would have made him 
very proud. But the exhibit which probably attracted 
most attention was the collection of Suttoniana which 
showed him as a man, the diversity of his interests, and, 
above all, his humanity. 

Many still very much among us worked with Bland- 
Sutton in the prime of his life, and three of the most 
distinguished, Sir Gordon Gordon-Taylor, Sir William 
Gilliatt, and Lord Webb-Johnson, gave reminiscent 
addresses. Bland-Sutton was a man of Napoleonic mien 
and of the same assurance, and he made his way with 
equal determination. Choosing surgery at the start of 
his career, he approached it by the customary path of 
the dissecting-room and the post-mortem room, but it 
was his genius to add the mortuary of the London Zoo. 
It was experience in the latter that gave him the know- 
ledge of comparative anatomy and pathology which 
contributed so much to his scientific eminence. In this 
respect, and in the diversity of his interests, he must 
have resembled John Hunter more closely than any 
surgeon since. He was as great a surgeon as he was a 
man, certain in approach as only an anatomist can be, 
dextrous, and unbelievably quick—the tip of his knife 
seemed as sensitive as the tip of a finger. He was the 
first, at any rate in England, to excise a duodenal ulcer, 
the first to make a thoraco-abdominal approach, and the 
first to perform a hysterectomy for fibroids—a proceeding 
that raised a storm of protest. Although he abhorred 
the idea that he might be thought a gynecologist, he was 
best known for his work in the pelvis. He raised pelvic 
surgery to a new level and created a school of pelvic 
surgery.* Victor Bonney and Comyns Berkeley were 
his pupils. 

Bland-Sutton is fast becoming a legend, and like so 
many legendary figures he is surrounded by stories 
which illustrate the breadth of his character. They are 
kindly stories, for he was much loved. A woman on 
whom he had operated later had occasion to consult 
another surgeon about a different problem. An X-ray 
film then showed half a needle embedded in the abdominal 
walk The patient chanced to see the film, and, when 
she seemed troubled, the surgeon was quick to assure 
her that the needle was not the cause of her symptoms. 
“ That’s not what I’m worrying about,’’ she replied, 
“Tt’s Sir John; please don’t tell him, he’d be so 
concerned.”’ 





Dr. EGBERT MOoRLAND, editor of THe Lancet from 
1937 to 1944, died on April 26, at the age of 80. 
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Ir is hard enough to learn to distinguish the organic 
symptoms one from the other and to evaluate their 
importance ; it is still harder to distinguish the organic 
from the functional. But these tasks are as nothing 
compared with the problem of the patient with an organic 
illness who produces functional symptoms which may 
modify and mask the progress of the underlying disease. 
This kind of case gives rise to more errors of diagnosis 
among good doctors than any other. Because it is rarely 
recognised as a problem in the teaching hospitals, the 
student is not prepared for the possibilities that will 
eonfront him in his practice ; and even wide experience 
is often fallacious. 

A clear definition of the word “‘ functional ”’ is neces- 
sary. It is here used to describe only symptoms produced 
by the emotional response of each patient to his illness, 
and is not used, as some authors use it, to describe 
organic and psychoneurotic symptoms of a similar type 
which interfere with the physiological functioning of the 
body. This latter use of the word can unfortunately be 
made to embrace so many general symptoms such as 
dyspnea, insomnia, and dyspepsia, that its original 
clarity of meaning becomes obscured. Whether 
“functional” is the best descriptive term for psycho- 
neurotic symptoms associated with organic illness may 
be debatable : what is more certain is that most doctors 
know exactly what is meant by the phrase ‘“ functional 
overlay,’’ and it seems more sensible to use words in 
their generally accepted meaning than to restrict their 
use to their original etymological definition. 

What produces this difficult combination of symptoms ? 
I think there are two main factors. First, this type of 
symptom may be due to a constitutional inability to 
accept or deal with the illness or its consequences. 
Secondly, it may be due to the effects of organic illness 
on a normal, or only slightly vulnerable, personality. 
A long, painful, recurrent illness, perhaps not well 
understood or managed by the doctor, may break the 
patient’s morale. [ll-advised discussions at the bedside 
may start a train of obscure symptoms. [Illness may 
bring domestic or financial changes which make the 
patient’s attempts at adjustment almost impossible. 

A functional symptom may appear at any stage of 
the illness, though often it shows itself as a prolongation 
of an organic symptom. It tends to appear suddenly 
and dramatically, but it is usually connected in the 
patient’s mind with the original illness. This makes it 
all the more difficult to diagnose. I will now describe 
some examples in detail. 


MOTOR DISTURBANCES 

Aphonia 

In patients with acute laryngitis the loss of voice may 
continue beyond the expected time of recovery. In 
organic illness it is fair to call this a functional symptom, 
though it is only the perpetuation of the symptom of 
the organic disease. It is always painless and is fairly 
easy to diagnose because : 

(1) The patient can cough normally, though he is apparently 
unable to phonate. 

(2) On inspection, the cords show adductor paralysis on 
attempted phonation, with normal movements otherwi ise. 














* An address given to the South Wales branch of the British 
Medical Association on April 3, 1954. 
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(3) Electric stimulation to the front of the neck will produce 
normal phonation. 


Treatment is by active strong suggestion, stimulating 
the back of the throat, and making the patient phonate 
by gagging. This is usually one of the easiest and most 
satisfactory symptoms to treat. 

Vomiting 

In my experience this functional symptom arises only 
in the hysterical personality, and is not connected with 
the anxiety factor of organic illness. So far all my 
patients with this symptom have been women, and the 
illnesses have been of a relapsing nature—such as peptic 
ulceration, ulcerative colitis, rheumatoid arthritis, and 
sometimes pregnancy (though perhaps I should not des- 
cribe this as an organic relapsing illness). It is also seen 
after abdominal operations and may be very troublesome. 

This type of vomiting does not interfere with appetite, 
is effortless, and is unaccompanied by nausea. There is 
very little dehydration and no weight-loss, though the 
patient will tell you ‘I bring everything up after every 
meal.”’ Absence of ketosis, despite the vomiting, is 
another point ; and if you watch the patient vomiting 
you will find no pallor, sweating, or tachycardia. It 
will often be surprisingly difficult to obtain a specimen 
for examination. Presumably only part of each meal is 
vomited, and the obvious well-being of the patient often 
makes diagnosis easy. It is of the utmost importance 
to make sure that you are not dealing with pyloric 
stenosis, cerebral tumour, or uremia. 

Treatment is difficult. Starvation usually helps, but 
I often find myself saying: ‘‘ Your vomiting does not 
matter because you appear to be in good health in spite 
of it, and your stomach will adjust itself once you start 
work.” I am careful-not to ask them whether they have 
been sick. 


Pyrexia 

If a patient with an illness such as pulmonary tubercu- 
losis, subacute rheumatism, or simple respiratory infec- 
tion continues to have fever long after other signs have 
disappeared, the possibility of artificially produced 
pyrexia will arise. Needless to say, it is unwise to make 
this diagnosis until one is sure that it is correct. 

Significant points are a grossly swinging temperature 
out of all proportion to pulse-rate, sweating, and colour-:; 
a continued fever with a persistently normal sedimenta- 
tion-rate ; and a fall in the temperature when taken 
under strict observation. 

The pitfalls are latent pulmonary tuberculosis with a 
normal sedimentation-rate, drug fever, anemia, and 
carcinoma—particularly hypernephroma. My own 
opinion is that these people are malingerers, and that all 
the grosser forms are due to radiators, hot-water bottles, 
hot drinks, and friction of the thermometer bulb; but 
I must admit that in some cases I have not found the 
explanation. The only treatment needed is to say that 
the temperature does not matter. So far all my cases 
in this group have been nurses. 


Paralysis 

Paralysis usually occurs after injury or during an 
epidemic of poliomyelitis. The traumatic cases are often 
associated with desire for compensation or fear of 
incapacity, and the infective cases with straightforward 
terror of the disease itself. In compensation cases the 
paralysis does not clear up at once after satisfactory 
settlement, unless the patient is malingering, but takes 
between two and three months to improve. In the polio- 
myelitis group I have yet to see a child develop hysterical 
paralysis through fear of the disease. But I have seen 
the opposite of this—a pathetic child of 10 pretending 
that its affected arm was strong, so as to avoid being 
sent to hospital away from home. 

How can we recognise this functional weakness ? 
First, the weakness is often associated with sensory 
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loss affecting the whole limb. Secondly, the examiner 
experiences, on gripping the affected hand, a feeling of 
power intermittently withheld, and on gripping both 
hands together the normal hand will be weaker than 
when gripped alone. Thirdly, the wrong muscles can be 
felt to contract, and involuntary contraction is strong 
where voluntary contraction is weak. For example, a 
man complains that he has no strength at all in his right 
leg; if a hand is placed under the right heel while he 
is lying in bed, and he raises his normal left leg against 
thigh pressure, a strong downward thrust of the right 
heel is felt. There is also absence of muscle-wasting, 
while reflexes and electrical reactions are normal. 

A nurse, aged 23, had poliomyelitis affecting the left arm 
and leg. In the second week of her illness, when she was 
afebrile and doing well, paralysis of the right arm developed 
overnight and I was told that the condition had spread. 
This was unusual in my experience, and on examining the 
arm I found all the positive signs of hysterical weakness. 
I thought it important to get function back, and with a dose 
of thiopentone and suggestion her power returned. I asked 
her afterwards why she had been so upset by her illness that 
she had believed her unaffected arm to be paralysed, and she 
told me that she was in a quandary. She felt she should 
return home for the sake of her mother, who had been left 
alone owing to a brother’s call-up; but she was happy in 
her nursing and hated the idea of giving it up. All was 
settled in the best possible tradition of British compromise 
by her taking a part-time nursing position near home. 


How should these hysterical palsies be treated ? 
I think the doctor should explain to the patients that 
their memory for moving the limb has been lost because 
of some worry, trouble, or anxiety, or because of the 
effects of the accompanying organic illness. After this, 
suggestion under thiopentone is easy and usually success- 
ful, and the confidence thus engendered often helps these 
patients to confide their troubles freely. 


SENSORY DISTURBANCES 


Functional symptoms occurring in physical disease 
may, besides affecting motor function, interfere with 


sensation. There may be either loss of sensation or 
increased sensibility to pain with a lowered pain 
threshold. 


Loss of sensation.—Anesthetic areas appear, usually 
peripherally or else down one side of the body, which do 
not correspond to the distribution of sensory nerves nor 
to spinal-cord segments. The classical types are called 
** glove and stocking ”’ in distribution. The only organic 
diseases which produce a similar peripheral sensory loss 
are peripheral neuritis, where the tendon reflexes are 
absent, and obliterative vascular disease, where arterial 
pulsation is absent or diminished. In the hemianzsthetic 
cases the loss of sensation is exactly midline; in the 
organic diseases it does not react to the midline because 
of overlapping supply from the normal side. 

I do not think any treatment is needed beyond pointing 
out that the symptom is of no importance and that it 
is not uncommon or unusual, An assurance that 
the doctor has often seen this sort of thing before is 
useful. 

Pain.—The most difficult functional symptom in 
organic disease is pain. It can be a great trial and 
responsibility to everyone, and I have made more 
mistakes over this symptom than all the others put 
together. 

I am sure that all pain should be regarded as organic 
until proved otherwise. The commonest sites for func- 
tional pain are the head, the back, the chest, and the 
abdomen—in that order. More and more organic 
abnormalities are being adduced to explain pains which 
twenty years ago I regarded as functional—fibrositis of 
the scalp, temporal arteritis, spondylosis, prolapsed 
intervertebral disc, vasomotor instability—and I believe 
that some of these really exist and may produce pain. 
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One or two clues are useful. The pain, if not organic, 
is described dramatically, with a wealth of detail, and 
sometimes with bizarre distribution. The pain is con- 
tinuous, “it never leaves me, doctor,’’ and (the most 
important simple diagnostic point of all) ‘ nothing 
relieves it.’ This non-response to good analgesic drugs 
is most helpful, but not, unfortunately, completely 
reliable, because not only do neurotic symptoms occur in 
organic disease, but organic disease occurs in neurotic 
people. 

I well remember a shockingly hypochondriacal, aggressive, 
difficult woman of 47 who plagued my outpatient department 
for three years with her complaints of headache, “ like a 
heavy weight, doctor, right in the middle here, splitting my 
head open.’”’ She was admitted, reasonably careful investi- 
gations revealed nothing, and she was thankfully discharged. 
Two weeks later she died suddenly while shopping and necropsy 
showed a tuberculoma of the falx between the two hemi- 
spheres. How right her description had been, and how 
wrong my assessment of her last illness. 

Treatment, of correctly diagnosed functional pain in 
organically ill patients must be sympathetic and 
unhurried. We should explain that long-standing and 
relapsing illnesses may upset the nervous reactions of 
even the best-intentioned patients. We should not 
hesitate to assure them that they are having the best 
care and the best advice possible. Only in this way will 
any benefit accrue to these difficult patients, who are 
so exasperating and so time-consuming, but often so 
frightened, so confused about themselves, and so unhappy. 
Of one thing I am sure—so-called firmness of treatment 
ean do nothing but harm. The wisecracks and cynical 
remarks still made about these people reflect only on 
their makers, who fail to realise how many symptoms 
are produced by doctors. 


CONCLUSION 


In trying to show how some individual symptoms can 
be diagnosed as functional, and separated from accom- 
panying organic disease, I have emphasised some positive 
signs of this type of symptom rather than tke absence of 
organic signs. Suspicions will often be aroused by the 
general aftitude of your patients: I have found that the 
onset of a functional symptom commonly increases their 
demanding tendencies so that they lose the previous 
quiet acceptance of your skill and treatment that usually 
accompanies uncomplicated organic illness. Do not 
blame them for this change—partly because you may 
be mistaken and then your blame will rebound on your 
own head, but chiefly because your own annoyance, 
however justified, cannot help them and will cloud your 
judgment. 

The great tragedy, of course, is to miss the organic. 
Therefore the physical examination of a patient ill for 
a long time must never become cursory, and each 
examination should be as thorough as if it were the 
first. Always remember that if you miss anything it is 
not because your intellect is failing, but because you are 
not on the look-out for it. 





NEW PROSPECTS IN RADIOTHERAPY 
15-million-volt Linear Accelerator at Barts 


THE steady (and some may say sinister) advance in 
our knowledge of the properties of the universe went 
forward another step in a ceremony this week at St. 
Bartholomew’s Hospital in London. On April 27 the 
Duke of Gloucester, president of the hospital, set in 
action a new 15-million-volt linear accelerator which will, 
in the next few years, add considerably to our under- 
standing of high-energy radiations and their effects on 
living tissue. 

To keep the hospital in the forefront of progress in 
radiotherapy (a position it has long held), the governors 
decided, in 1950, to install a machine that would help to 
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expand the theory and practice of 
radiotherapy. In the end the choice fell 
on the 15-million-volt linear accelera- 
tor—a machine which combines a high 
energy with a high intensity of radia- 
tion. A contract was then placed with 
Philips Electrical for the machine to 
be built at the Mullard Research 
Laboratories. Like its simpler fore- 
runner, the X-ray tube, the linear 
accelerator is primarily a means of 
accelerating a stream of electrons. The 
advantage of the new accelerator is 
not so much the high energy it imparts 
to the electrons but the great number 
of electrons it can handle. Other 
types of accelerator, like the betatron 
or synchrotron, produce radiations 
of even higher energy, but their 
output is generally too low to 
make them a useful tool in routine 
radiotherapy. 
RESEARCH POSSIBILITIES 
The treatment of malignant disease with X rays of 
high energy is, of course, one of the primary objectives, 
but the accelerator makes it possible to use either 
electrons or neutrons to irradiate a tumour. Little is 
yet known of the effect of bombarding living tissue with 
these particles at high speed and in large quantities. 
Much experimental work must therefore be done before 
the therapeutic possibilities can be assessed. The neutron 
(being an uncharged particle) is difficult to keep track of, 
and uncertainties about dose-rates have hitherto deterred 
radiologists from attempting to extend the early work 
on neutron therapy. The results of neutron therapy 
may be quite different from those produced by X rays, 
and this is perhaps the most interesting part of the 
new country that the accelerator will explore. For 
one thing there is some evidence that {ft may be 





Fig. |—The starting end of the accelerator. 


The two vertical cables at the left hand of the machine run down to the electron 


gun, behind which stands the cabinet housing the modulator. 


waveguide are beyond the wall on the right. 
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Fig. 


The magnetron valve is 
seen above the first section of the waveguide, and from it a system of pipes transmits 
the radio wave to the waveguide and back again. The X-ray head and the rest of the 
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2—The electron beam leaving the accelerator. 


possible to localise the action of the neutrons to 
definite selected regions of the body. As for electrons, 
their. range of penetration in tissue is limited (it is 
about 3 inches for 15-million-volt electrons), and 
under certain circumstances this property may be an 
advantage. 

But the new machine will perhaps be of even greater 
significance for the fundamental research that is planned 
into the biological action of radiations. In many other 
ways the fearful prospects of the mismanagement of 
atomic energy are now all too clear, but we know very 
little about what an ionising radiation really does in its 
destructive course through a living cell. If we did, it 
is just conceivable that we might be able to do some- 
thing about it. The linear accelerator is particularly 
suited to investigations of this kind, mainly because 
it emits its electrons in short bursts of enormous 
intensity, each lasting about a millionth of a second. 
The dose-rate during a pulse 
ean reach something like 
700,000,000,000 réntgen per 
minute. All this means that the 
development of the changes in 
the cell can be followed with 
much greater precision than is 
possible with low-output 
machines and relatively long 
exposure times. 

For the next few years the 
accelerator at Barts will be 
devoted entirely to research on 
the biological action of radiations 
and on new techniques in radio- 
therapy. During this time very 
few, if any, patients will be 
treated, so the machine has been 
installed in a temporary building 
in Charterhouse Square, next to 
the physics department of the 
medical college. The work 
here will be directed by Prof. 
Joseph Rotblat, professor of 
physics in the University of 
London. 


THE MACHINE . 


The principle of the accelerator 
is the use of a radio wave to pick 
up and accelerate electrons in an 
evacuated tube. 

An electron gun gives the 
electrons an _ initial velocity of 
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about two-fifths that of light. This is achieved by applying 
a voltage of only 50,000 volts, which is the highest voltage 
used in running the accelerator. The electrons are speeded 
up by a radio wave travelling along a tube 20 feet long called 
a@ waveguide (its outer cover is seen in fig. 1). The velocity 
of the wave can be varied by diaphragms placed at intervals 
inside the waveguide. The wave can be made to pick up the 
electrons and deliver them at the other end of the tube with 
a velocity 99-95% that of light. 

A valve called a magnetron supplies the waveguide with 
high-frequency radio waves in short pulses. The power in 
the pulses is very high, about 2000 kilowatts, and about 40% 
of this can be delivered to the electron beam. The power 
from the A.c. mains is transformed by a modulator to produce 
high-voltage pulses for the magnetron. 

In the X-ray head, where the electron beam emerges, there 
is a magnet which can bend the beam through 90°. The 
whole head can be rotated through an are of 140°, so that 
the radiations can emerge in any direction from 20° on one 
side of the downward vertical to 30° above the horizontal. 
The head contains a target’ holder which can be set in any 
of three positions: (1) no target (electron beam only) ; 
(2) platinum disc (X rays); and (3) uranium cylinder (fast 
neutrons). 

The very high output of the machine raises difficulties in 
timing the exposure. To overcome this a special electronic 
device was designed and built in the physics department of 
St. Bartholomew's Hospital Medical College, by means of 
which the exposure is terminated after any predetermined 
number of pulses, from 1 to 10,000. In many radiobiological 
experiments exposures of a single pulse will be used. 


The photograph we publish (fig. 2) illustrates more 
vividly than anything else the formidable power of 
the accelerator. The emerging electron beam is so 
intense that the area of ionisation stands out as a bright 
pencil of light, which rapidly fades away as the electrons 
are scattered by a relatively short passage through air. 


RHEUMATIC UNIT AT EDINBURGH 


A RHEUMATIC unit with 30 beds was started in the 
Northern General Hospital, Edinburgh, in 1947; and 
since 1948, when the hospital was taken over by the 
South-Eastern Regional Hospital Board, it has been a 
regional centre for the diagnosis and treatment of chronic 
rheumatic disorders. At the instigation of Sir Stanley 
Davidson, the University of Edinburgh created the 
whole-time post of a senior lecturer in rheumatic diseases, 
by whom the unit has been directed. 

At first little in the way of research could be under- 
taken, because both accommodation and staff were 
insufficient ; but in 1949 support came from the Nuffield 
Foundation, which had just formed a clinical trials 
committee to administer a fund provided by Captain 
Oliver Bird, primarily for investigation into the preven- 
tion and cure of rheumatism and for relief of incurable 
eases. The Foundation made a grant permitting the 
employment of a clinical research fellow, a secretary, an 
almoner, and a clinical photographer, and the board of 
management found additional accommodation for the 
outpatient department and for research. With these 
facilities the unit has participated in the initial trials in 
this country of corticotrophin and cortisone and has 
made a detailed study of medical and social problems 
in rheumatoid arthritis. It has had continued financial 
help from the Nuffield Foundation and grants from the 
Medical Research Council, the Empire Rheumatism 
Council, and the Advisory Council of Medical Research 
(Seotland). 

Last Saturday Commander T. D. Galbraith, Minister 
of State for Scottish Affairs, opened a new building, 
adjoining the unit’s wards. 

It consists of two single-storey blocks connected by a glass 
link which forms the entrance hall. One block is devoted 
to clinical work and laboratories, and the other houses the 
staff rooms, offices, and photographic suite. The plan is 
L-shaped and the main section contains six consulting-rooms 
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each equipped with examination couch, wash-basin, built-in 
blood-pressure machines, and X-ray viewing-boxes. A wait- 
ing space open to the corridor is situated in the centre of the 
consulting area with dressing cubicles and toilets adjoining. 
Two laboratories and a conference room are at the end of 
this block, the laboratories having metal unit fitments which 
can be interchanged or added to later. There is also a small 
animal-house. 

The building is ‘‘ contemporary ” in design, but the con- 
struction is traditional. Internally the maximum use has 
been made of natural timbers, which are used to offset rich 
applied colour on various wall surfaces. A degree of inform- 
ality is obtained by the extensive use of indoor plants and 
flowers. The furniture and fittings have been chosen by the 
architects, and are mainly of Scandinavian manufacture 
and design. 


‘ 


The total cost of this building, which was completed 
in ten months, was £27,000, inclusive of furniture and 
fittings. The Secretary of State for Scotland has leased 
the site to the Nuffield Foundation for five years, after 
which the site and the building will revert to the hospital 
as a gift from.the Foundation. In addition the Founda- 
tion has promised £38,000 from the Oliver Bird Fund 
to meet the running costs during these five years. 

Sir GrEorrFREY GrsBBs (chairman of the managing 
trustees of the Foundation) presided at the opening, and 
those present included Captain Bird. Besides Commander 
Galbraith, the speakers were Sir HuMPHREY BROUN 
Linpsay (chairman of the regional board), and Dr. 
J. J. R. Durute (director of the unit). 


Medicine and the Law 


Drug-addiction as ‘** Cruelty ’’ ? 


Tue wife of a medical practitioner was given pethidine 
by a specialist at a time when pethidine was thought to 
be non-habit-forming, and became addicted to it. She 
importuned her husband for it by day and night, dis- 
turbing his work and his rest. He was advised not to 
give her that or any other drug involving injection, but 
he did not cease to do so. In May, 1952, the wife was 
certified and admitted to an institution, but in September 
she was discharged “ relieved.”” She had no more drugs 
until, in May, 1953, her husband gave her ‘ Omnopon ’ 
by injection to relieve pain from a sinus. She had to be 
certified again in July but shortly after she was discharged 
‘‘ recovered.’ After that she worked as matron at a 
school and continued to behave normally without resort 
to any drug. . 

While she was under treatment, her husband told her 
that he did not intend to live with her again, and in 
November, 1953, she filed a petition for restitution of 
conjugal rights. By his answer the husband pleaded 
just cause for refusing to live with her, and asked for a 
divorcee on the grounds that she had become a drug-addict 
and her resulting conduct towards him constituted cruelty. 
Mr. Justice Wallington granted the wife the decree asked 
for and rejected the husband’s prayer for divorce. The 
husband appealed. 

In the Court of Appeal on April 20 Lord Justice 
Hodson said that the vital matter on the charge of cruelty 
arose in May, 1953, when the husband gave his wife 
omnopon, knowing that it had a morphine basis and 
that his wife had been a drug-addict, and having been 
warned against the very course he took. The conduct 
thereafter of which he complained seemed to follow 
from his act almost as night followed day. It was 
impossible to hold that conduct against the wife as cruelty 
by her. 

Then it was claimed for the husband that although he 
had failed to establish cruelty the court ought, for a time 
at least, to withhold a decree for restitution of conjugal 
rights, because in drug-addiction cases there was 
undoubted danger of a relapse, and that risk existed 
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here because the husband was a doctor and if his wife 
came to live with him again she would have access to 
drugs. But the husband, in order successfully to resist a 
decree for restitution would have to show that it would 
be wrong to treat him as a deserting spouse (Russell v. 
Russell [1895] pp. 315, 334). The husband in this case 
could not show that. The wife had shown herself willing 
to do what she could to rehabilitate the married life, and 
there was nothing to prevent an order being made in her 
favour. The appeal should be dismissed. 

Lord Justice Parker gave a concurring judgment. 
The Master of the Rolls (Sir Raymond Evershed) also 
agreed, but added that the husband’s past acts in adminis- 
tering these drugs would not necessarily disqualify 
him from any relief in the future if the wife should come 
back and again succumb to any relapse and he should 
find he could not go on living with her. The appeal was 
dismissed. 


Baby Dies after Fumigation of Pram 


When an Oldham family moved into a corporation 
prefabricated house their hard furnishings, including the 
baby’s perambulator, were fumigated with hydrogen 
ceyanide.! Later the baby became ill and died, and the 
parents and a daughter aged 2 had headaches and 
sickness. Their pet budgerigar also died. A forensic report 
said that traces of cyanide were found in the lungs and 
other organs of the baby and also in the dead bird. 


1. Daily Telegraph, April 22, 1955. 
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At the inquest a pathologist said the presence of poison 
was a factor in causing the child’s death. He had also 
found evidence of dysentery. In answer to a question, 
he said he did not know whether the child would have 
died of cyanide poisoning if she had not had dysentery : 
death was due to a combination of the two. The child’s 
mother told how she had handed the perambulator, 
containing a mattress and clothing, to corporation 
employees. She was not told to remove the mattress. 
In evidence an employee of the health department said 
that the family were told not to leave bedding in the 
perambulator. Recording a verdict of accidental death, 
the deputy coroner found that there was no evidence 
of criminal neglect, but there may have been some 
‘** slip-up ’’ by a public-health employee. 


Hypersensitivity to Penicillin 


A woman of 73 died within ten minutes of receiving 
an injection of penicillin? At the inquest her doctor 
said he had given the patient penicillin before without 
ill effects, but this time he noticed that she became 
flushed and breathless a few seconds after the injection. 
In spite of all he did she died within ten minutes. 
A pathologist attributed death to the intravenous 
injection of a small amount of penicillin, to which the 
patient was allergic. If she had not been abnormally 
sensitive she would not have died. A verdict of ‘ death 
by misadventure ’’ was recorded. 


2. Evening Standard, April 22, 1955. 
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Alexandra Township, with its 80,000 African and 
Coloured people living in an area of 1'/, sq. miles, lies on 
the outskirts of Johannesburg. It is one of the few places 
in the Union where Africans may own land. The popula- 
tion is changing from a rural to an industrial society ; 
the old extended family, which provided 
its own social security, is breaking up and 
slowly being replaced by the isolated, 
fragmented industrial family. The men 
are employed in Johannesburg in the 
factories, in businesses, as domestic ser- 
vants, at an average wage of about £3 a 
week. Many women work in the city. 
A growing number is employed in industry 
but the majority are washerwomen, nurse- 
maids, and housemaids, sleeping in ser- 
vants’ quarters in Johannesburg and 
returning to their families on their days 
off. A sprinkling of the population are 
shopkeepers and professionals. 

The Alexandra Health Committee has 
an annual budget of £70,000—less than 
£1 per head of population, compared with 
the budget of £28 per head in the adjacent 
Johannesburg area. The Health Com- 
mittee is expected to attend to the usual 
local-government functions. Being mainly 
a nominated body it has little standing 
with the people. There are no sewers ; 


sanitation and refuse disposal are inadequate ; the roads 
are ditches (fig. 1); and the streets are unlit. Because 
of lack of funds no fundamental measures for the control 
of communicable disease can be undertaken. 

Budget studies by the staff of the Community Centre 
have shown that it is theoretically impossible for an 
Alexandra family to subsist on the average income. 
Once rent, food, and transport have been allowed for, 
there is no money left for clothing, blankets, or enter- 
tainment ; nor is there anything with which to meet 
such disasters as illness, death, or unemployment. 

Most families rent one small room which must suffice 
for all their needs. The staple cereal is maize, and white 
bread and oats are also used widely. The main meal 
usually consists of porridge, a little meat, and perhaps 
potatoes. Fresh fruit, vegetables, meat, fish, and eggs are 
in the shops, but are expensive and little used. 

With both parents at work and no after-school activities 
girls and boys bring themselves up as best they can. 





Fig. |\—An average Alexandra plot seen from the street. 
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Fig. 2—The health centre and clinic. 


Not infrequently the high-school girls have illegitimate 
babies or contract venereal disease, while boys join 
gangs and embark early on a life of crime. The police 
are ineffectual as protectors of life and property, and 
at night the unlit streets have become notorious for 
bloodshed, rape, and robbery. 

Poverty and frustration, and the unstable social 
conditions, offer few incentives to sober citizens. 
Alcoholism is a tremendous problem, bound up with crime 
and venereal disease. Fear of the white man, his prisons 
and pass-laws ; economic insecurity ; fatigue from long 
hours of work and underfeeding—all give rise to emotional 
tensions. 

The Health Centre 

Among these 80,000 people the Alexandra Health 
Centre and University Clinic is the main medical service 
(fig. 2). Administered by a board of management, its 
funds are derived mainly from the university students’ 
rag, donations, annual contributions from the Transvaal 
Provincial Council and the Union government, and 
patients’ fees. In 1953 £26,000 was available, and of this 
about £5000 came from patients’ fees. Our staff consists 
of 4 doctors, 4 sisters, and 25 nurses who are helped 
by final-year medical students, who attend in groups 
throughout the year as part of their training. 


AT THE CLINIC 

We hold consultations throughout the working day 

and we see urgent cases at any time. For 1953 our 
statistics were : 

New cases 12,500 

Repeat visits 31,200 

43,700 


Owing to the perennial shortage of 
hospital beds, we have to undertake more 
procedures than the average outpatient 
clinic. We have, for example, set aside a 
special room for patients, usually babies, 
who need to be supervised over the day. 
Here we are able to observe and instruct 
mothers in inserting eyedrops, or in 
giving fluids to their dehydrated babies, 
while we record intake and output. Sub- 
cutaneous, and occasionally intravenous 
transfusions are given where necessary. 
We have found this arrangement invalu- 
able in training mothers and a help to us 
in assessing the clinical status of patients. 

Within the last few years we have been 
faced with an ever-increasing load of work. 
The usual polyelinic system, which 
appeared to deal quickly with large 
numbers, was tending to destroy the 
doctor’s relationship with his patient. We 
are dealing with a people whose language, 
customs, and economic pressures are very 


different from our own, and they assume that we will 
treat them cursorily, as ‘‘ cases’’ and not as people, 
unless we are able to show them otherwise. We have 
found that the more prolonged and personal the relation- 
ship between patient, doctor, and nurse, the more we can 
achieve in both sickness and health. 

To maintain continuity between individual patients 
and doctors we divided the township into three areas. 
A team, consisting of a doctor, a sister, nurses, and 
students, is now responsible for all the curative, casualty, 
and preventive work in each area. Each doctor does the 
home visits for his own area and looks after his own 
tuberculous patients. In this way we have gained con- 
tinuity and efficiency, and the patient has gained in 
personal contact. Relations between doctor and nurse 
have also improved greatly, as closer coéperation and 
understanding has become possible. Team discussions 
in general health and nursing problems have proved 
valuable. Our nurses are of the people, speak the lang- 
uages, and have much to teach us about the community. 
On the other hand, they are trained for hospital work 
only, and there is much they have to learn about the 
concepts of disease, health, and health education. We 
need regular and more frequent discussions but we do not 
easily find time for them. We propose to introduce a 
family filé system to give us a more complete picture 
of our regular families. 

The clinic is open night and day and the statistics 
show the heavy turnover, but they do not show the 
amount of serious injury due to a disordered community 





Fig. 3—Nurse giving a health talk to mothers in the clinic queue. 
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life. In 1953, first visits for dressings and injuries 
numbered 13,000. At weekends and on public holidays 
the casualty department is crowded. We give emer- 
gency treatment such as intravenous transfusions for 
very shocked patients until we can transfer them to 
hospital. 

Curative work often drives out preventive work, and 
queues of patients forced us to neglect many of our 
intended health sessions. Now we no longer give “ health 
talks’’ only to the healthy and medicine to the sick. 
We try to turn every contact with the patient into an 
opportunity for education. We welcome re-visits as a 
chance to consolidate our contact. This attitude is 
difficult to maintain on crowded days, but the sick 
patient is peculiarly vulnerable to advice, and in so far 
as we have been able to carry out this policy, it has been 
@ Success. 

VISITS TO HOMES 

Apart from midwifery calls, we made 16,500 visits 
to homes during 1953. Of these, the nurses made 13,500 
calls, the doctors 2500, and students 1000. 

Nurses visit patients who have already been seen by 
doctors. A patient with a high temperature and uncertain 
diagnosis whose progress needs daily reassessment ; 
a patient with pneumonia who needs bed rest and daily 
penicillin; a cardiac patient who needs regular tests 
of digitalis and pulse-checks; a patient in quaran- 
tine ; demonstrations to a mother how to mix feeds or 
carry out treatment—this gives an idea of the range of 
cases on our district list. Doctors and sisters take full 
reports from the district nurses each day and discuss 
their cases with them. 

Doctors and students do daily rounds. Each firm 
visits weekly its own list of chronic patients, who are too 
ill and too disabled to come to the clinic. These visits are 
a great comfort to the patients and give students some 
insight into the problems of the chronic sick. 

Even when the staff has been hard-pressed, we have 
kept up our home visits, for we are convinced that daily 
contact with patients in their own homes is necessary 
to our understanding of the people. 


TUBERCULOSIS 


We are the tuberculosis officers for Alexandra, and 
this enables us to see tuberculosis as part of the general 
pattern of ill health. 

A man suffering from active pulmonary tuberculosis 
may be nursed at home or in “the setthement ’’—a 
cottage hospital for the tuberculotics in the township. 
Here the patient is close to his family, in his usual 
environment, and the better in spirit for it. The anti- 
biotics usually render him sputum-negative in six weeks, 
and we have found streptomycin, p-aminosalicylate, 
and isoniazid effective even on ambulant patients at 
home. Our patients have been codperative and the 
defaulter-rate is low. 

In 1953, 548 new cases of tuberculosis were notified in 
the township. Half of these were cases of primary tuber- 
culosis, but case-finding and notification is irregular, 
and this figure gives no idea of the incidence of tuber- 
culosis among children. Of the adults, 80% could be 
classified as suffering from advanced disease at the time 
of notification. Ignorance, superstition, fear of the 
disease, and fear of the stigma attached to it discourage 
a sufferer from seeking medical advice earlier. 

Thanks to government assistance, we are able to treat 
tuberculous patients and their families in a more inte- 
grated way than we do most of our other patients. 
On receiving a notification, our health inspector visits 
the patient’s home and brings back a report on the 
circumstances of the family. It is his duty to explain 
to the family the disease and its implications and through 
him we try to investigate all contacts. 
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MATERNAL AND CHILD HEALTH SERVICE 


During 1953 we delivered 2445 babies in Alexandra 
Township, a large proportion of the infant population. 
All the mothers attended antenatal sessions, making an 
average of 4 visits each. Our nurses or students delivered 
the babies in their homes, and paid postnatal calls daily 
for ten days. The nurse explained the value of the post- 
natal examination and the importance of the well- 
baby sessions, and she advised each mother to attend the 
clinic in six weeks’ time. 

Women pay a fee of £1, which entitles them to all the 
benefits of our maternity service. We have tried to 
emphasise to the mother the need for continuity of 
maternal and child health by charging a composite 
fee to cover antenatal attendance, delivery, and medical 
care for the child up to one year of age. 

The midwifery service is long established and highly 
thought of in the township, and we have had no difficulty 
in persuading mothers to attend antenatal sessions. 
For primitive conditions the corrected stillbirth-rate (1-6 
in 1953) is good. But we should like to offer more 
health education at the antenatal clinics, which is the 
time when the mother should be taught how to look after 
herself. To hold our own against witchcraft and primitive 
beliefs, we have to teach some elementary concepts to our 
mothers. Techniques must be explained in a way which is 
simple yet fundamental. To fill this need we have 
instituted a system of antenatal home visits where the 
nurse goes over the talks given at the clinic. We have 
lately produced a simple film-strip explaining the purpose 
of the antenatal clinic and its activities. At the post- 
natal visit the nurse concerns herself mainly with the 
baby and with the establishment of breast-feeding. 

Successful health education requires long contact 
with the family, especially with the mother. If she comes 
to the postnatal clinic we know we have won her con- 
fidence. In 1953 about 66% of the mothers brought 
their new babies to the well-baby clinic. We try to 
allow each new mother some minutes of individual 
discussion about herself and her family. We outline the 
functions of the clinic, and explain the importance of the 
weekly dose of vitamin oil, of regular weighings, 
immunisation, and correct feeding. Each mother and 
baby is given a full physical examination. Nurse then 
leads a group discussion on some of the questions that 
have been raised and tries to meet any difficulties 
(fig. 3). Given time and staff, this postnatal visit can 
be the most important of all our contacts with patients. 
In our experience it is a vital link in the mother’s under- 
standing of child care. If the postnatal visits are hurried 
and neglected on a crowded clinic morning they lose 
most of their value. 

It is now left to the mother to attend the weekly baby 
clinic. Statistics for 1953 show that 1429 mothers paid 
first visits, and 10,941 repeat attendances were recorded. 

Our main aim in the clinic is to start the infant on a 
sound diet. We hope through the mother—the key 
person in the family—to change the dietary habits of 
the whole family and eventually of the community. 
We teach mothers the nutritional values of different 
foods, and we advise the use of cheap available food- 
stuffs for the infants rather than expensive brands of 
baby foods. We have tried to relate advice to action. 
The Entokozweni Community Centre in Alexandra has 
established vegetable clubs, a codperative store, and 
skimmed-milk centres. When we discuss feeding problems 
we recommend the mothers to buy at these depots. 

Much of our infant mortality is due to preventable 
causes. In the summer of 1953 nearly 100 babies died 
each month from summer diarrhea. Mortality in this 
disease is closely connected with malnutrition and wrong 
feeding. Whooping-cough also kills many babies. Health 


1. Kahn, E. M.p. thesis, Witwatersrand University, 1952. 
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education must be our front line of attack on infant 
mortality, and the well-baby clinics already play an 
effective part. 

Treatment in the Home 


Poverty is inescapable in Alexandra. To improve 


health within the limits which it sets has been our main* 


eoncern. 

Among the 16,000 families, there were well over 
200,000 calls on one or other medical service during 
1953—i.e., more than one call per family per month. 
A reasonable charge for a private practitioner is 15s. 
a call and 12s. 6d. a consultation. Few families can 
afford so much. In a slum population like this, the 
private practitioner cannot play an important réle in 
illness, neither can he strive for the frequent visits 
essential for health education. In Alexandra, the clinic 
must act as the general practitioner. It must bring the 
family and home within its sphere, and keep in close 
contact with the daily lives of the people. 

In South Africa there is always a scarcity of accommoda- 
tion in the Non-European hospitals, and the turnover of 
patients is rapid. The hospital doctor knows his patient 
only during the short crisis of illness; he sees nothing 
of the events leading up to admission, nor has he any 
control over convalescence and rehabilitation. Through 
our domiciliary practice we have come to understand 
something of our patients’ background. 

In hospital, the African is too often the passive recipient 
of injections and medicines. He learns nothing in this 
foreign environment of the nature of his illness, its cause, 
and its remedy. The hospital rarely helps him to under- 
stand his disease nor equips him to deal with it. 

We were first driven to nursing seriously ill patients 
in their homes by the difficulty we found in arranging 
hospital beds. Our confidence in home nursing has 
grown as we have realised its possibilities. To the African 
patient hospital is a strange world of white sheets and 
strange white faces. He has a strong belief that people 
go to hospital to die. For children particularly, to leave 
home is a traumatic experience. We find that the 
care of the unskilled but carefully instructed mother 
will often do more for the patient than less con- 
centrated nursing in an understaffed pediatric ward. 
Cardiac patients, who used to be always in and out of 
hospital are now ambulant and well-controlled ; they 
have come to understand the principles of maintenance 
therapy and the importance of regular visits. Relapses 
are usually managed at home, and the patients seem 
to be happier. The results of treating tuberculosis in 
the home are encouraging; we have no doubt that 
defaulter-rates are reduced and that patients are more 
ready to undergo prolonged treatment at home than 
in hospital. In midwifery we have found the African 
mother to be relaxed and coéperative and a very 
efficient parturient at home. A good local hospital 
which deals with a comparable group of mothers, does 
not better our results. When we deliver a baby at home, 
we preserve the continuity between antenatal and post- 
natal care. The confinement is brought into proper 
perspective as part of a process that began with con- 
ception and will end when the infant has attained healthy 
childhood. In this community, which is unfamiliar 
with scientific medicine, domiciliary practice has much 
to offer that the hospital does not give. 

Our nursing staff is learning to contribute more to the 
education of our patients. With further training in the 
clinic and more time to spend with each family, nurses can 
do much to combat ignorance aud prevent disease. 
Through their domiciliary visits, medical students learn 
to appreciate the potentialities of practice outside the 
hospitals and see how environment affects disease. 

We have tried to learn something about the people 
and with this knowledge to adapt our service to their 
needs. Some useful principles have emerged and the 
clinic has improved the health of many people in 
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Alexandra Township, but it alone cannot make Alexandra 
a healthy town. 


We wish to thank Dr. 8. L. Kark for the stimulus of his 
ideas and advice, Dr. Cicely Williams for her encouragement 
and assistance, and Miss Helen Navid of Entokozweni for the 
guidance she has given us in sociological matters. We are 
indebted to Dr. A. D, Bensusan for the photographs, and to 
the Board of Management of the Alexandra Health Centre 
and University Clinic for permission to publish this report. 
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Poliomyelitis Vaccine 


In the House of Commons on April 25 Mr. Iain 
MACLEOD, Minister of Health, made the following state- 
ment on the Salk poliomyelitis vaccine. 


I know the whole House will wish to congratulate Dr. Salk 
on what is clearly a momentous and historic advance in the 
protection of human well-being. The Health Departments 
and the Medical Research Council have been in close touch 
with these developments in the United States. 

For our part we shall go ahead with the increased pro- 
duction of the new vaccine; in this country, two important 
firms are already arranging to, do this as fast as possible and 
it is the Government's intention to ask these firms to sell to 
the Government their whole output. In due course a supple- 
mentary estimate will have to be submitted to the House for 
that purpose. No supplies, in any material quantity, are at 
present obtainable from the United States. Home production 
should assume really useful dimensions by the late autumn, 
and I am advised that it would be medically unwise—even if 
it were possible—to embark on any large-scale vaccination 
during the peak season of the disease, which begins to end 
about then. It is, for example, quite usual for diphtheria 
immunisations to be suspended during the prevalence of 
poliomyelitis. 

Many interpretations have been put on the attitude of this 
country to this development. Perhaps it is as well to put the 
facts in plain words to the House. This new vaccine involves 
inoculating our children at repeated intervals with a prepara- 
tion derived from the kidneys of dead monkeys. The House 
and the country will surely agree that we must carry out 
intensive tests as to the exact effects so that we can eliminate 
any possible dangers from it. We are already doing this. 
We must also make sure, as we shall, that it is effective against 
the particular strains of the virus most commonly found in this 
country ; indeed it is not sure yet that it is fully effective for 
children of about four or under, where our incidence of the 
disease is highest, and it seems it may be less than normally 
effective against type 1 of the virus—the commonest type over 
here. 

I mention these reservations because it is important to keep 
the picture in true perspective. But they in no way detract 
from the immense humanitarian value of this great discovery 
or affect our determination that our own people should benefit 
fronr it to the fullest possible extent. 

Mr. N. N. Dopps: Is the Minister aware that this year the 
Americans are treating 13'/, million children 2? Would he 
agree that they have made excellent tests ? Despite all his 
reservations, can we have an assurance, particularly as this 
vaccine was produced in Canada, that we are not making 
excuses for the very slow way in which we have taken up this 
vaccine ?—Mr. Macieop : I do not see how anyone can make 
a charge like that. This report came to us by air last Tuesday. 
A great deal of intensive work has been going on since then, 
and in my statement I have given an undertaking that we will 
buy the output of the firms in this country who are making 
the vaccine. We will go straight ahead, so that our people 
can benefit from the discovery as soon as possible. However, 
I am sure it is right to mention to the House the reservations 
one must have on such an important matter, 

Mr. Warrer Extior: I am sure that the whole House will 
support the Minister in his desire to have these matters tested 
before embarking on any large-scale treatment of the children 
of this country, but will he publicise the lines of the tests 
which he is considering ? If he could give some information 
about his investigations I am sure it would do much to reassure 
opinion in this country. Mr. Macteop: The question of 
research is essentially one for the Lord President of the Council, 
but I understand that the Medical Research Council is carrying 
out trials in Southend, Manchester, Sheffield, Belfast, and, I 
think, Glasgow. 
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Mr. H. A. MARQUAND: Does what the Minister has said mean 
that he expects that by the late autumn the tests will have 
reached such a stage that it may be possible to begin inocu- 
lation ?—Mr. Mactzop: Pilot batches of this vaccine are 
already available for testing. One would hope that all the 
necessary testing will have been finished by the autumn and 
that substantial quantities of the vaccine—it is difficult to 
estimate how much, but between 500 and 1000 litres—will be 
available to us by the end of the year. 

Replying to a further question, Mr. Mactxop said that the 
major limiting factor at the moment, and for some time to 
come unless a new medium of cultivation were discovered, 
might be the shortage of monkeys. The Government had 
already taken action to contact the government of India on 
the matter and the Medical Research Council had already 
sent representatives to Africa to study the possibility of further 
supplies of monkeys from there. 


Social Services and the Budget 


In his Budget speech in the House of Commons on 
April 19, Mr. R. A. BuTLerR, the Chancellor of the 
Exchequer, said that the bread subsidy cost £41 million, 
and the welfare subsidies, including children’s milk and 
so forth, at least £36 million. At the beginning of 
1954-55, apart from the Exchequer contributions to the 
National Insurance Funds, the social services were 
expected to cost £1260 million. They had, in fact, cost 
£1278 million; and for 1955-56 it was expected that 
they would cost £1315 million. Comparing the original 
Budget estimate for last year with the estimates for 
1955-56, the health service showed an increase of £32 
million ; education, including grants to universities, an 
increase of £25 million ; and war pensions, following the 
recent rise in the rates, an increase of £8 million. The 
Exchequer contributions to the National Insurance 
Funds were also a growing and inescapable commitment, 
and in the coming year they would demand £100 million, 
compared with £78 million for last year. The increased 
cost of these items amounted to £87 million, which was 
more than the whole of this year’s increase in Civil 
Supply. This, Mr. Butler said, was striking evidence 
that in this field of social services a growing burden on 
the Exchequer was to be reckoned with. Much of the 
increase in expenditure was contractual, while the 
remainder represented what he was convinced was 
a worth-while investment in the future well-being of the 
country. Investment in human health, wider oppor- 
tunity, and increased technical skill, meant something 
more than “investing in success.’”” It meant the 
assurance of a happily working and socially responsible 
democracy. But if we were to carry this burden we must 
not only maintain the increase in the national income 
but also be constantly watchful that all our existing 
services are administered as economically: as possible. 
We must examine with a critical eye all the many 
additional claims which were constantly being made on 
the Exchequer for new services, so that the basic social 
needs of our people came first. 

Mr. J. A. SPARKS asked why, if the Chancellor had 
money to spare, he had not used some of it to improve 
the National Health Service ? For example, why not 
reduce the dental and optical charges and the prescription 
charge, and waive the charge for appliances for disabled 
people altogether. Last. year the Government contributed 
£9-9 million towards child care, and in 1955-56 they 
proposed to contribute £9-7 million, a reduction of 
£200,000. But dyring the last two or three years the 
policy had been to reduce the number of day-nurseries 
throughout the country, squeezing out these children and 
depriving industry of the labour of able and capable 
young women, just because they had children. Another 
direction in which the Chancellor might have used some 
of his surplus was in reducing the interest rate for housing 
loans or in providing interest-free loans for that purpose. 


Foot-and-mouth Disease 


In the House of Lords on April 20, the EARL oF 
LISTOWEL drew attention to the Gowers report which had 
unanimously stated that in dealing with this disease 
vaccination was no alternative to one traditional policy 
of slaughtering infected animals and contacts. He asked 
whether the Government accepted the Committee’s 
recommendations, and in particular what were the 
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Government’s views on the use of vaccine during an 
epidemic, and on the proposal to set up a veterinary 
research council. 

In a maiden speech, Lord ADRIAN said that the 
Gowers Committee, of which he was a member, would 
have been glad to recommend a different method of 


“controlling this disease, but they were forced to conclude 


that the slaughter policy for the present was cheaper and 
safer than any other. Vaccination had been tried on a 
large scale and, within limits, had been extremely 
successful. In countries where the disease was endemic 
the slaughter policy was impossible, and there the only 
possible method of coping with it was by vaccination. 
But vaccination still had considerable limitations. No- 
one claimed that vaccines gave 100% protection. Young 
animals could not be immunised at all, and in adults the 
dose had to be repeated every six months. There was 
the usual difficulty with virus diseases, that an unexpected 
strain might turn up which rendered the vaccine prepared 
from the usual strain ineffective. 

Britain was fortunate in belonging to the group of 
countries which had natural barriers against infection. 
Foot-and-mouth disease had never become established in 
Australia, New Zealand, Canada, the United States, or 
here. We got only occasional infection from the 
Continent which could be dealt with by the policy of 
stamping out which was far safer than wholesale vaccina- 
tion would be. But vaccination did raise the resistance 
to infection and the possibility had been investigated of 
using it as an additional safeguard. Some countries who, 
like us, slaughtered infected animals and the contacts, 
also built a ring of immune cattle around the outside of 
the infected area. But the committee could find no clear 
evidence that this policy would be effective in the 
conditions that existed in this country. The committee 
were attracted to the idea that valuable herds of cattle 
might be preserved by vaccination when an epidemic 
threatened from abroad, but decided that even this 
limited use of vaccine would be too risky to allow at 
present. If it was certain that vaccination would give 
100% immunity, it would be reasonable to allow prize 
herds to be protected in this way ; but with only 90% 
immunity there would be a risk of masked infection. 

Vaccination might never be the right method for this 
country. On the other hand, we were threatened every 
few years by the big epidemics on the Continent, so any 
improvement in vaccines would be to our advantage. 
Though we did not use vaccines ourselves, it was most 
important that the Government research station at 
Pirbright should go on experimenting with them. 
Pirbright was not only our research centre ; it was also 
an insurance against possible disaster. It was con- 
ceivable that we might be faced with an epidemic from 
the Continent too severe to be controlled by slaughter. 
In such an emergency the Continental countries would 
themselves need all the vaccines they could manufacture 
and we should have to rely on what we could make here. 
Pirbright would have to make it or to supervise the 
production. Lord ADRIAN knew that steps had been 
taken to enlarge Pirbright and he hoped that it would 
be enlarged sufficiently. At the moment there was a lull 
in the foot-and-mouth front ; we should use it to organise 
our defences. 

EARL St. ALDWYN, joint parliamentary secretary to 
the Ministry of Agriculture, said that the Government 
accepted the Gowers Committee’s recommendation that 
the stamping out policy was right for this country in 
normal times, but that vaccination might be valuable, 
in an epidemic so serious that slaughter was neither 
practicable nor economic, but the Government took the 
view that an outbreak would have to be exceptionally 
bad—much worse than anything so far—before the use 
of vaccination would be justified. It would have to be 
left to the Minister to decide whether, and, if so, when to 
impose vaccination. Frankly, the contingency seemed 
rather remote. He admitted that experts disagreed on 
the possibility that vaccination might mask infection, 
but until we knew for certain that no such danger existed, 
the Government believed that the risks to the farming 
community as a whole would outweigh the benefit any 
individual farmer might gain from vaccination of a 
particular herd. 

The further expansion of Pirbright Institute was a 
matter in which the Government felt they ought to 
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proceed carefully. It might be that no more physical 
expansion would be needed, provided there was a reserve 
capacity of output that could be called into use if 
necessary. The Gowers Committee had suggested that 
it might be worth while considering whether a separate 
Veterinary Research Council ought to be created. That 
question had been raised some time ago with the Privy 
Council but it was felt that it would be a retrograde step 
to separate research in animal, crop, and soil husbandry, 
all of which are the responsibility of the Agricultural 
Research Council. 

The Government also accepted the recommendation 
that private collectors of waste food for animals should 
be licensed and the swill sterilised. ‘They were not, 
however, prepared to extend this requirement to swill 
collected by local authorities, since they feared that it 
would deter local authorities from collecting kitchen 
waste separately. Kitchen waste would then be dumped 
with other refuse where it was impossible to prevent all 
risk to animals. 

QUESTION TIME 
Dentists’ Remuneration 


Replying to a question, Mr. [arty Macteop, Minister of 
Health, said that after a full investigation into earnings 
and practice expenses the Secretary of State for Scotland 
and he had agreed with the British Dental Association on an 
increase in the present remuneration of general dental practi- 
tioners.' A new scale of fees was being worked out and the 
necessary regulations would be laid before the House of 
Commons in due course. The new scale would be designed 
to give dentists a net income comparable, having regard to 
the volume of work done, with what they would have received 
in the period covered by the investigation had the 10% 
reduction not then been in force. They had also agreed, as an 
interim measure while the new scale was being worked out, 
to cancel the 10% reduction in the present scale. Regulations 
with this effect would be laid as soon as possible. They 
estimated that the cost of these changes would be about 
£4-1 million in a full year. 


Increased Expenditure on Food 


Replying to a question, Sir Epwarp BoyLe, economic 
secretary to the Treasury, said that of the increase of 16% 
in consumers’ expenditure on food between 1952 and 1954 
nearly half—representing a rise of 7°%—-was an increase in 
volume and the rest a rise in prices. The standard of living 
of the average weekly wage-earner, which fell considerably 
between 1947 and 1951, had risen considerably since the 
latter date. 


Financial Loss on the Remploy Scheme 
Replying to a question, Sir WaLTER MonckKTON, Minister 
of Labour, said that the excess of expenditure over income 
of Remploy Limited was estimated for the period ended 
March 1, 1955, to be £2,430,000. 


School-children and Milk Tablets 


Replying to a question, Mr. D. F. Vosprr, parliamentary 
secretary to the Ministry of Education, said that milk tablets 
were being used in about 800 schools in England and Wales. 
The Minister approved their use only where the education 
authority was unable to make satisfactory arrangements for 
a supply of fresh milk. He hoped that fresh milk would 
shortly be available again in practically all cases. It was the 
Minister's desire that liquid milk at a reasonable price should 
be supplied to all schools, and he had no doubt that this 
question would come to the notice of the people in the areas 
concerned. The number of schools to which milk could not be 
supplied on account of their inaccessibility had shown a 
considerable reduction over the last three years and it was 
hoped that that would continue. 

Mr. Hastings: Does the Minister realise that milk tablets 
can never take the place of fresh or pasteurised milk and that 
in the preparation of tablets important substances are 
removed which are not replaced unless special conditions 
apply ? Mr. Vosper: Yes. Milk tablets are really a substi- 
tute for reconstituted dried milk, to which I think they 
provide a more palatable alternative, but they are no sub- 
stitute for liquid milk. The large number of cases have arisen 
not through inaccessibility but because of a dispute which, 
I hope, is of a temporary nature. 





1. See Lancet, April 23, 1955, p. 875. 
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In England Now 





A. Running Commentary by Peripatetic Correspondents 


Hopes of a cure for arteriosclerosis have been revived 
by exciting news from China. Scientists have long been 
puzzled by the apparent immunity of the Chinese to 
arteriosclerosis. Therefore, the discovery of a new drug, 
prepared from the muck-weed Yen Wu Pong and 
given the approved name of hydroxypropyl-nor-yen- 
wupongine, is not without interest. 

The credit for the first thorough investigation must go 
to workers at. Barthomary’s Hospital, where 7 patients 
with thickening of the radial arteries were given 
H.N.Y.W.P. by continuous intragastric drip for 47 
hours. Careful palpation of both radial arteries only 
three months later showed complete arrest of the disease 
process in no less than 71% of cases. One patient died 
of coincidental lymphosarcoma and one took his own 
discharge. In the light of these findings, further 
investigation was deemed reasonable. 

A large-scale clinical trial was then instituted by the 
Arteriosclerosis Research Panel, urgently formed by 
fellows of the Royal Colleges with a personal interest 
in the problem. The panel was commendably cautious 
in its interpretation of the Barthomary series, since no 
controls Were used, and wisely insisted that the trial 
should include at least 5000 treated and untreated cases. 
Also, in view of the need for certain special clinical and 
pathological observations—e.g., pulse and sedimenta- 
tion-rate—supplies..of H.N.y.W.P. were restricted to the 
teaching hospitals. A shortage of clinical material proved 
an early obstacle and it was found necessary to appeal 
for suitable cases of essential hypertension, coronary 
sclerosis, cerebral thrombosis, gangrene, and _ senile 
dementia. It is only fitting to record the magnificent 
and magnanimous response by most non-teaching 
hospitals. 

Some important facts were brought to light. For 
instance, it was conclusively established that where 
both cerebral hemispheres had softened as the result of 
hemorrhage, the lesion was irreversible and the adminis- 
tration of H.N.y.w.P. could serve no useful purpose. 
No definite conclusions could be reached as to the earlier 
claims from China and Barthomary’s, but it was recom- 
mended that provincial hospitals undertake further 
trials. The panel added the interesting observation that 
a statistically significant number of chronic bronchitics 
were afforded symptomatic relief during the trial. 

* * * 


The departure of our living-in maid, for a post in which 
she is to be paid what is almost my salary before deduc- 
tion of tax, has led me to consider with scientific detach- 
ment the problems of running a house. I have been 
appalled by the time which women waste in their homes. 
The basic fault is psychological, and only a change in 
mental attitude, a sort of rearrangement of conditioned 
responses, is needed to give them a great deal of leisure. 


After only a few moments’ concentration, I devised, for 
example, a rapid method of making beds. Instead of tucking 
in each sheet and blanket separately, all the bed-clothes were 
straightened en masse by rapid tugs at their lateral edges ; 
even the process of “ airing” was eliminated, and no cold 
damp air substituted for the warmth of the recently occupied 
bed. My wife received this time-saving manceuvre with the 
horror of one who is incapable of reasoning from first principles, 
even though my results were shown to be identical with hers. 

A further proof of the power of habit and propaganda over 
intellect is the reverence with which women regard absolute 
whiteness. If advertisements would extol light grey as an 
ideal of excellence, we should save much time, particularly 
in the family wash. 

Again, take dust. Women regard a light film of dust on 
furniture as a blemish and spend valuable time in removing it. 
Yet they actually put dust on their own noses. While I should 
be against an entire reversal of attitude towards noses and 
furniture, I think that a little conditioning would induce 
women to regard a matt surface on furniture as desirable as a 
bloom on a peach. 

Washing-up is another branch of household management 
which needs scrutiny by men. Cups, for example, are by cus- 
tom washed all over, whereas only a small section of the rim 
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ind the bottom actually require this attention. Plates which 
may merely need a dusting are always placed in the washing-up 
bowl. Incidentally one plate can nearly always be made to 
do the work of two. Stainless-steel sheeting on table tops 
would at once abolish table-cloths and the need for washing 
them. 

By suitable suggestion and 
one might even modify that astonishing feminine 
reflex, loosely termed ‘ spring cleaning’’ as though it 
happened at only one season in the year. My own slogan, 
NO DIRT—NO COMFORT, has so far yielded little result but 
one has only to think of that cleanest of all rooms, the 
operating-theatre, to envisage the antithesis of cosiness. 
Who could imagine an operating-theatre containing a 
really comfortable arm-chair, a man smoking a pipe, an 
open coal-fire, and a sleeping dog? Surely it is not 
beyond the wit of men to fashion a domestic world in 
which it would be comfortable and restful to live—in fact 
a world that was not too clean. 


propaganda, I believe 


* * *” 


When the tobacco-smoke has cleared a little, could 
somebody please give thought to the automobile as a 
biological hazard. I don’t mean road-safety, or exhaust 
fumes. Nothing mechanistic like that. If the anthropo- 
automobile relationship were given as much attention 
as, say, fluoridation of public water-supplies we might 
elucidate coronary thrombosis perhaps, or peptic ulcer. 
Driving a car does something to the driver as well as to 
the car. Women have their style of driving. So have 
teen-agers. Different cars respond differently. Every 
car has a personality—its innate characteristics modified 
by its environment—which reacts with the personality 
of the driver. Put a lorry-driver behind the wheel of an 
MG: would he melt into the mechanism like an under- 
graduate ? There is a biological synthesis in car-driving 
which we as a profession have ignored. The manufac- 
turers have glimpsed it. ‘‘ Sparkling performance,” they 
say, implying an individual response to a stimulus. But 
you've heard the grunts and growls from some of these 
ears. And what is happening meantime to the owner’s 
systolic pressure or gastric acidity ? Couldn’t we add to 
our clinical histories a few notes on the patient’s motoring 
record ? Type of car driven, how long, performance, 
pathology, &c. Just think of the people you know and 
what happens to them on the road—you'll begin to see 
meaning in the cold starter, the trouble with the clutch, 
the heavy consumption of oil. I’ve talked to the folk at 
my garage about this. They don’t see it. What do they 
know of engines who only engines know ? Besides, the 
idea really had to strike you before you get it. My car 
went on fire that summer before the introduction of the 
N.H.S. No organic cause was found. 


. © + 


Our physician has always described the thinning seen 
in the X rays of some skulls with chronically raised intra- 
cranial pressure as “ pewtering.’’ He accordingly sent a 
request to the X-ray department in his usual shaky 
handwriting: ‘‘ Skull ?pewtering.”” But our new 
radiologist has always used the term “ beaten silver.” 
So his report unexpectedly ran—‘‘ Two earrings are seen 
but no pewter ring.” 

+ * . 


SONNET TO NEGLECTED ORGANS 


** Poets have rarely written about the pancreas, lungs or thyroid 
gland.’”’—-I. Davidsohn, M.D., in the American Journal of Clinical 
Pathology, March, 1954. 

O Pancreas! I know not what thou art ; 
Thy islets formed of several kinds of cells 
Producing insulin, and something else 
Whose name I have forgotten, fill my heart 
With wonder, while the lungs to me impart 
Their secret motions when the bosom swells, 
As seen in those assailed by noisome smells 
Or stricken with the wound of Cupid’s dart. 


But ah, for loveliness that cannot fade 

Give me the thyroid ; shall I call thee gland ? 
Within thy vesicles the hormone made 
Governs the bulging neck, the trembling hand ; 
Thou makest lids to lag, and eyes to stare, 
And patients to discard their underwear. 
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Letters to the Editor 


GENETIC EFFECTS OF THERMONUCLEAR 
EXPLOSIONS 

Srmr,—Dr. Bourdillon (April 23) is right in thinking 
that some human mutations could be beneficial but many 
associated questions come immediately to mind. Are 
we sure that at its first appearance we would recognise 
an ultimately beneficial mutation ? Are we making full 
use of those that already occur? Are we satisfied that, 
to get any necessary mutations, it is better to clutter 
the atmosphere as a whole with radioactivity rather than 
to expose selected gonads to it ? And, finally, have we a 
satisfactory policy for coping with the defective and 
monstrous mutations which everyone agrees will greatly 
outnumber the beneficial ones ? 

The effects of a given mutation-rate clearly depend on 
the intensity of genetic selection. Under very primitive 
conditions, with heavy selection, mutation may be 
advantageous in producing a variety well adapted for 
life in that particular environment. But, as we get more 
civilised, the development of sympathy, codperation, 
and the medical services goes a long way towards abolish- 
ing the selection that originally produced Man. Without 
selection, mutations are a menace and it is an illusion to 
think that there is any harmless level of radiation. The 
random operation of cosmic rays, potassium, radioactive 
rocks, and other mutagenic agents may well have 
mediated our early development, but we now exist in spite 
of them and not because of them. There is little we can 
do to keep off these agents and ultimately it may be 
necessary to replace the accidents of natural selection 
by the methods of the stockbreeder so as to get rid of the 
accumulated harmful mutants. That is a problem that 
we can tackle when we are a little clearer about the 
qualities with which we would endow the ideal human 
being. Meanwhile, it is surely wise to avoid any conduct 
that may increase the load of mutations. 

Harpenden, Herts. N. W. Pirie. 


PSORIASIS SPONDYLITICA 

Str,—The term “ psoriasis spondylitica,’ used by 
Dr. Fletcher and Dr. Rose (April 2) to describe cases 
in which psoriasis and ankylosing spondylitis co-exist, 
cannot, in my view, serve any useful purpose, and it 
appears that the authors themselves were dubious since 
they quote William of Occam at the head of their paper. 
To draw attention, however, to this clinical association 
is of the greatest importance, as I hope to indicate in this 
short letter. Owing to ever-increasing specialism, syn- 
dromes arising from a common pathological stem, now 
emphasising one and now another feature, according to 
the specialty of the observer, lead to a multiplicity of 
descriptive terms which, by their very multiplicity, 
obscure their common origin. 

In the field of rheumatoid disease, we know that 
rheumatoid arthritis, iritis, and psoriasis may exist 
singly or severally combined. That sex, genetic influences, 
&c., may modify the point of attack in the tissues should 
not, however, divert our minds from the essential unity 
and basic pathological features of all these syndromes 
and so lead to numerous descriptive terms. It should 
rather stimulate us to seek an explanation of these 
differences against a background of a unitary concept. 

It is with confidence, therefore, that I now discuss 
Reiter’s syndrome in an attempt to further this unitary 
approach. Here we find again that rheumatoid arthritis, 
spondylitis, iritis, and keratodermia blenorrhagica (which 
is indistinguishable from psoriasis) may all again be 
severally or singly associated with urethritis in the male. 
The urethritis, it must be stated, may be as florid as 
gonorrhcea or may merely consist of threads in the voided 
urine, with all gradations in between these two extremes, 
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Knowledge of Reiter’s syndrome has, since the war; 
established certain clinical facts which may not, however, 
be generally known. 

(1) It has been clearly established that the systemic com- 
plications of arthritis (rheumatoid type), iritis, and kerato- 
dermia blenorrhagica so long attributed to gonorrhceal infection 
have nothing whatever to do with this disease, and such 
terms as gonorrheeal rheumatism, &c., should be deleted 
from the literature. Present clinical knowledge shows that 
these complications arise from non-specific urethritis, and 
that when they follow a known gonorrheeal infection a dual 
infection is present from the outset. ° 

(2) Reiter’s syndrome may exist either as the complete 
picture described by Reiter or as “ formes frustes,’’ where 
only some of the features appear. Cases are known to occur 
either after (a) bowel disorders—i.e., various dysenteries— 
or (6) sexual exposure. 

(3) There is no comparable disease in the female associated 
with urethritis. 

I contend that these facts must be woven into our 
knowledge of the rheumatoid diseases if we are to get 
any clear picture of the various syndromes. I would like 
to mention some other significant facts which go a long 
way to explain why tissues so apparently different 
as joints, eyes, and skin should be the seat of attack : 


(1) Of all bodily tissues, the joints, skin, and eyes contain 


the highest proportion of hyaluronic acid, the substrate - 


of hyaluronidase. 

(2) In the body hyaluronidase is only found under normal 
conditions in the testes. 

(3) Hyaluronidase is secreted by many organisms, especially 
the streptococcus, which has been traditionally associated 
with rheumatoid disease. 

(4) The réle of hyaluronidase is that it facilitates penetra- 
tion by an organism of the very tissues affected in rheumatoid 
disease, and the clue to the discovery of the specific organism 
lies in the now well-known disease termed non-specific 
urethritis. 

Finally, reverting to the article by Dr. Fletcher and 
Dr. Rose, one would expect that case 3, and probably 
case 2, should show signs of urethral abnormality, at least 
by the presence of threads in the two-glass test, for the 
course of the disease is that which has so often been 
seen in Reiter’s syndrome. As I have long held that 
psoriasis is a manifestation of the rheumatoid group, 
I hope that dermatologists will heed the valuable advice 
given by Dr. Fletcher and Dr. Rose and search amongst 
their abundant material for further cases of this nature. 


London, W.1. F. L. Lypon. 


PROPHYLACTIC PSYCHIATRY IN CHILDREN’S 
HOMES 

Sir,—The article by Dr. Neustatter in your issue of 
April 16 is very welcome. It is most reasonable to expect 
that these young psychotic casualties will develop more 
normal personalities with such prophylactic measures 
than they could have done if left in the environment 
which gave rise to their difficulties. 

In the field of mental deficiency rich rewards await 
preventive psychiatric treatment. I refer to the inaugura- 
tion of babies’ hospitals apart from colonies of adults. 
Children’s and babies’ hospitals are just as essential for 
the treatment of mentally ill children as they are for 
the treatment of other diseases—and doubly so when 
the child is born with its illness, as in mental deficiency. 
Babies’ hospitals could accommodate children from 
infancy up to five years old. 

From intensive therapy in such units for the mentally 
defective one would expect the following benefits : 

(1) Habit training. This, done by experts in the ideal milieu 
at the proper habit-training time, should lessen the big nursing 
problem attached to the low-grade adult population in the 
present-day hospital for the mentally defective. 

(2) Speech training. Intensive work by the expert speech 
therapist at the normal speech-learning period should cut 
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out much of the inarticulate speech which is such an added 
handicap to many mental defectives. 

(3) Orthopedic treatment and physiotherapy could be insti- 
tuted earlier with better final results: and much spasticity 
associated with mental deficiency could be relieved by suitable 
training of the very young child. 

(4) Special training. Observation and assessment by the 
psychiatric personnel would be able to decide which children 
could benefit by education in the 3 Rs, and which in practical 
skills, and thus save much time and money in educating 
unsuitable types. 

It may be that such hospitals exist in full therapeutic 
and research usefulness. I understand that there are 
babies’ units attached to large colonies for mental 
defectives, but I have not read results therefrom. Cer- 
tainly in this area our mentally defective infants material 
remains in the lap of the mothers, one of whom recently 
told me that she carried her problem from doctor to 
child-welfare centre to hospital to specialist to mental- 
deficiency officer, but always back home again. It is 
probably a matter of money, but intensive therapy in a 
hospital for-mentally defective infants might save much, 
by preventing a long stay in hospital later, and by making 
useful material out of what must, under present circum- 
stances, be permanently useless. 

Morpeth, Northumberland. 


RUPTURE OF LAPAROTOMY WOUNDS 


Srr,—As the pioneer of the use of nylon for suturing 
the abdominal wall! I am very interested to find that 
others are using it with satisfaction. From my own 
experience of many hundreds of cases sutured with nylon 
or catgut I have formed fairly definite opinions of the 
advantages and drawbacks of the former. 


J. H. Tuompson. 


(1) The use of the thicker sizes (no. 5 upwards) increases 
greatly the risk of discomfort and chronic sinuses in the 
wound. I have used mainly no. 3 myself and the incidence of 
sinus formation has been very low, even in infected cases. 
At the same time, I have removed quantities of the thicker 
sizes inserted by others. Tissue reaction is known to be 
greater with multifilament than with monofilament nylon, 
and it would seem that it may be related to the surface area 
of the material used. 

(2) The tensile strength of nylon, as served up in the 
theatre, *varies considerably in spite of the maker's claims 
of uniformity, even though it has been sterilised on the one 
occasion only. My theatre staff are also definitely of this 
opinion. We have tried various methods of sterilisation 
without any noticeable difference. I must agree with Dr. 
Greenwood (April 9) that nylon can at times snap with dis- 
concerting ease, and it should be well tested immediately 
before use. This criticism applies to multifilament as well as 
to monofilament nylon. 

(3) The monofilament variety is the one which has the 
adventage over other non-absorbable suture materials of 
being solid, but it has the drawback that it breaks easily at 
knots or when sharply angled. 


Experimental work has indicated that wound healing 
is quicker and safer with non-absorbable sutures than 
with catgut, and my clinical experience supports this 
conclusion. However, the lack of tensile strength in the 
finer varieties of nylon, and the tendency to sinus 
formation and wound discomfort when thicker varieties 
are left in situ, have led me to develop a technique whereby 
the buried sutures can be removed after the tissues are 
soundly healed. A continuous interlocking chain stitch 
with no. 8 nylon, identical with that made by children’s 
sewing machines, is inserted with a Reverdin-type 
needle, both ends and the terminal loop being brought 
through the skin. The loop is held over a piece of rubber 
tubing and ‘ Emesay’ buttons are applied to the two 
free ends. After two weeks, or more, when the wound is 
considered strong, the rubber tube is slipped out of the 
loop and the starting end of the suture is cut short, after 
which traction on the other end withdraws the whole 
suture. 





1. Haxton, H. Brit. med. J. 1945, i, 12. 
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This method has the advantages of the good support 
and quick healing associated with non-absorbable sutures, 
combined with freedom from the spectre of chronic sinus 
formation. The method has been in use for 18 months, 
in parallel with a series in which 40-day catgut was used, 
and it works well. It has the advantages over through- 
and-through or figure-of-eight sutures involving the skin 
of being much less painful and leaving less ugly scars. 

I should like to add one comment on the technique, 
described by Mr. Oldham (April 16), of using a doubled 
suture, cutting the terminal loop, and tying the ends 
together. In this method the terminal loop is of single- 
strand thickness, and a suture, like a chain, has the 
strength only of its weakest part. I agree with him that 
it is easy, and desirable, when burying suture material 
to tie the initial and final knots on the peritoneal aspect 
of the aponeurosis. 

Manchester. HERBERT HAXTON. 


CARBONIC ANHYDRASE INHIBITION 

Srr,—As acetazoleamide (‘ Diamox’) can lower the 
arterial-blood CO, level it would seem to be the ideal 
diuretic to use in the treatment of emphysema heart- 
failure because respiratory acidosis is common in this 
condition. In your leading article of April 2 you mention 
the favourable results that have been reported 1? in the 
treatment of emphysema heart-failure and respiratory 
acidosis respectively. My experience, though limited, 
differs from that of the workers you mention. 

There is no doubt that diamox can cause a diuresis in 
heart-failure of varying cause, but in assessing its value 
in emphysema heart-failure one must remember that an 
acute respiratory infection may precipitate cardiac failure 
in an emphysematous patient and that the cdema 
clears as the infection subsides. Diamox should therefore 
be tested in those with chronic failure and a “‘ stable’ 
chest. Such cases are uncommon. I have treated 2 such 
patients with diamox and compared the diuresis with 
that resulting from mercurials. 

Diamox can lower the arterial CO, level, and the 
importance of this in the treatment of acute or chronic 
respiratory acidosis is at once obvious. I have treated 5 
emphysematous patients suffering from an acute respira- 
tory infection and complicated by heart-failure and 
drowsiness ; another 2 patients also had CO, narcosis 
as a result of oxygen therapy; and 2 had chronic 


W. B., Relman, A. S., Leaf, A. Ann. intern. Med. 
, 79. 


J. clin. Invest. 1952, 52, 622. 
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respiratory acidosis, neither with oedema. The cause 
of the acidosis in one of them was continuous oxygen 
administration. 


During diamox therapy the diet was either salt-free or 
contained 1 g. of sodium a day. Initially the dosage of diamox 
was 8 to 12 mg. per kg. body-weight daily but it was found 
that 250 mg. twice daily was as effective and free from toxic 
effects. A single daily dose of 500 mg. often caused headache 
and drowsiness. Brachial-artery puncture was done on the 
day before diamox was given, and on the second or third day 
of therapy two to three hours after the morning dose of the drug. 

The results are shown in the accompanying table. It will 
be seen that there was a diuresis in those with failure due to an 
acute respiratory infection, but not in those with chronic 
failure. The 2 patients with chronic failure did however 
respond to mercurials and ammonium chloride. The mental 
state improved in only 1 patient—a man admitted because of 
a respiratory infection complicated by drowsiness and heart- 
failure. Oxygen therapy produced mental confusion and 
sweating. He was given 625 mg. of diamox in a single dose in the 
morning and the oxygen was continued intermittently. After 
three days he was fully orientated. At this point the arterial- 
blood pH was 7-33, the pCO, 79 mm., the CO, content 78 
vols. %, and the O, saturation 87-5%. Diamox was then 
stopped and the arterial blood twenty-four hours later showed 
a pH of 7-42, a pCO, of 57 mm., a CO, content of 69 vols. %, 
and an O, saturation of 78%. Two days later, still without 
diamox, mental clarity was retained and the blood findings 
were: pH 7-35, pCO, 65 mm., CO, content 68 vols. %, and 
O, saturation 90%. All the samples were taken with the 
patient breathing oxygen. In view of these findings I do not 
think that the improvement in the mental state can be 
attributed to diamox. 


5 patients were adversely affected by the drug. This 
is not surprising, for, although the arterial CO, was usually 
reduced, the pCO, was not significantly lowered and 
indeed was often raised. Nadell? reported well of the 
use of diamox in 3 cases of respiratory acidosis. In one 
case she states that the drowsiness, cured by diamox, 
returned seven days after the drug had been discontinued. 
From the data it is seen that this change was associated 
with a fall in pH and a rise in CO, and that on resumption 
of the drug the pH rose and the CO, and pCO, fell. 
Observations that I have made of similar events occurring 
under similar circumstances in patients not receiving 
diamox lead me to believe that the fluctuations in the 
mental state are related to abrupt changes in the arterial 
saturation rather than to the effects of diamox. 


Messrs. Lederle kindly supplied the diamox used in this 
investigation. 


Chase Farm Hospital, Enfield. Tuomas Simpson. 
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Effect on Toxic effects 


Diuresis from 
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pH pCO, (mm. Hg)) ~(yols. %) Diuresis * Mersaly! ’” Menta: state | mental state | 
Before | After | Before | After | Before | After 
canna ee et ta — —— ae 
Acute cardiac failure 
7°34 7°23 59 65°5 | 60 52 | 7 ib. in 4 days | Good ee o | Nil 
739 ' 723 ' #59 68 68 57 | Nil Nil | Nil 
Chronic cardiac failur¢ 
7-37) 7:30 50 55 56 | 53 Nil { Good _ ‘ Headache 
734 728 | 53 61 56 56 | Nil | Good a ss | Drowsy 
Acute cardiac failure and mental symptoms : 
7°35 7°28 5 59 61 57 7 lb. in 5 days | Not given | Very drowsy ’ Nil Nil 
. 7°29 : 64 62-5 59 net gain of 5 Ib. | Not given | Disorientated | Nil Nil 
‘ 7°21 oi 59 59 47 | 4 1b. in 4 days Not given | Drowsy Nil Nil 
7:39 7°25 53 bl 58 42 | 3b. in 2 days Not given Drowsy Nil Nil 
7-41 7°36 8 i6 65 | 19 1'/, Ib. in 3 days Nil Drowsy Nil Nil 
CO, narcosis due to orygen therapy , 
7:33 7” 79 : , fy iF we Irrational Improved Headache 
7°26 : | 94 | “e i 85 | ia } Coma | Nil | se 
Chronic respiratory acidosis 
7°36 7-28 68 |; 61 73 5 _ - Drowsy Nil Very drowsy 
7°37 7-29 60 71 65 66-5 Drowsy Nil Nil 
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RADIOLOGY OF PLACENTA PRAVIA 


Smr,—I agree entirely with Dr. Russell and Dr. 
Warrick (April 16) regarding the importance of the 
radiological demonstration of anterior placenta previa. 
My only ‘‘ difference ’’ with them, if such it can be called, 
lies in the modesty of their claim: for not only is it 
possible to infer the site of the low anterior placenta 
nowadays, radiologically, but it should be possible in 
nearly every case (after 32 weeks) to estimate the degree 
of extension of the placenta on to the lower uterine 
segment. Furthermore, with increasing technical pre- 
cision in the radiography of these cases, it becomes 
increasingly possible to go further, and to show factually 
in a number of patients (approximately 30%) the 
placental outline by revealing placental calcification. 
This is a real advance: fact, in place of radiological 
opinion, in this very important type of case. 

It should be recognised, however, that there is another 
important demand for precise localisation of the placenta 
(and I always mention the placental site even if I have 
not been asked to do so)—and that is in breech presenta- 
tions ; for separation of the anterior placenta can occur 
as a result of manipulation during attempts to perform 
version. Clearly in this case the danger to the fetal 
life-line is great—but the chance of the obstetrician to 
save the foetus may be less than in placenta-previa 
cases, simply because it may be too late to do anything 
about it by the time recognition of the tragedy has 
occurred. 

Therefore I wish to join Dr. Russell and Dr. Warrick 
in their appreciation of the grand example which Frank 
Reid has set before the radiologists of this country in this 
matter of estimating the placental site accurately. 

St. Mary’s Hospitals, 

Manchester, 13. 


INTRINSIC FACTOR 


Srr,—Mr. O’Brien and his colleagues ! have carried out 
an excellent piece of work in being the first to isolate an 
apparently homogeneous intrinsic-factor substance from 
human sources. 

I do not, however, find it surprising that the molecular 
weight is so different from that of our own material ? 
which was isolated from pig mucosa. Using normal and 
gastrectomised rats in a study of the absorption of radio- 
active B,,, results have been obtained which indicate 
that ‘intrinsic factor’? probably has some degree of 
species specificity. These observations are not yet pub- 
lished and have been carried out in collaboration with 
my colleagues, Mr. C. G. Clayton and Dr. B. Schofield ; 
they have already been briefly reported.* Similar observa- 
tions have been made in relation to animal nutrition.‘ 
Evidence is therefore accumulating which indicates that 
a number of different intrinsic factors occur in Nature ; 
a state of affairs in some way paralleled by the blood- 
group substances, which are also mucoproteins. It is 
apparently quite fortuitous that pig mucosa has proved 
effective in human patients suffering from pernicious 
anemia. 

Although I feel these observations are adequate 
to explain the ‘difference in molecular weight, it is 
much more difficult to draw conclusions about the 
difference in biological activity. It would indeed be 
surprising if pig intrinsic factor proved to be more active 
than human intrinsic factor in the human being. Whilst 
I agree with the possibility that the human material 
isolated may be an intrinsic-factor precursor, I think one 
must seriously consider the likelihood that there has 
been some degree of biological inactivation. Such partial 


J. BLarR HARTLEY. 


1. O’Brien, J. R. P., Taylor, W. H., Turnbull, A. L., Witts, L. J. 
Lancet, April 23, 1955, p. 847. 
2. Latner, A. L., Merrills, R. J., Raine, L. Ibid, 1954, i, 497. 
3. Latner, A. L. Biochemical Society Symposium on Vitamin 
By. 1955 (in the press). 
. Coates, M. E., Ford, J. E. Ibid. 
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inactivation does not necessarily affect the physico- 
chemical tests for protein homogeneity. It is not beyond 
the realms of possibility that it might have been brought 
about during the conditions associated with the operation ; 
the anesthetic might be one possible factor. 

Department of Pathology, 


Royal Victoria Infirmary, 


Newcastle upon Tyne. A. L. LAatNER. 


POLIOMYELITIS NEONATORUM 


Sir,—Dr. Twining McMath (March 26) may be correct 
in considering paralytic poliomyelitis neonatorum a 
rare disease. He will find in the Monthly Bulletin of the 
Ministry of Health and the Public Health Laboratory 
Service for August, 1953, a full and interesting review, 
with 32 references, of Poliomyelitis in Infancy, Especially 
in the Neonatal Period, by Dr. J. T. C. Sims Roberts and 
Dr. D. Thomson. Their paper includes an account of an 
outbreak in a private maternity home of 13 lying-in 
beds, in which 4 newborn infants were affected, developing 
the illness thirteen, twelve, ten, and eighteen days after 
birth. The first 3 died in six, one, and two days 
respectively, and the 4th had paralysis of the left 
arm. The diagnosis in each case was confirmed by 
laboratory findings, and type-3 virus appeared to be 
responsible. 

Department of Pathology, 

General Hospital, 


West Hartlepool, 
co. Durham. - 


R. T. Cooke. 
EFFECT OF ANASTHESIA ON CARDIAC 
IRREGULARITIES 


Smr,—We have been investigating the electrocardio- 
graphic changes during induction of anesthesia, and 
Dr. Barnard’s letter of April 16 has encouraged us to 
give a brief preliminary account of some observations on 
trichlorethylene. : 


An unselected group of 20 adult patients undergoing E.N.T. 
surgery were premedicated with ‘Omnopon ’ and scopolamine. 
E.C.G. recordings were begun in the anzsthetic room and then 
sodium thiopentone (300-500 mg.) was followed by nitrous 
oxide, oxygen, and trichlorethylene from a Boyle’s machine, 
This was continued for 10 minutes with the trichlorethylene 
lever at the “on”’ position. A further dose of 200 mg. thio- 
pentone was followed by intubation. The £.c.G, results during 
this period are summarised as follows (3 patients showed 
more than | effect) : 


Group I (unchanged) es = os ee 3 
Group II (vagal effects) .. ‘a vs ow 9 
Group IIT (T-wave changes) be > ee li 
Group IV (QR 8-chahges) ws és ee 2 


It is with group 1 that we are concerned here. In 
8 cages the shape of the T waves changed during anzs- 
thesia suggesting that the pattern before induction was 
abnormal, possibly because of apprehension, and became 
normal after thiopentone and trichlorethylene. 

No doubt T-wave abnormalities are common prior to 
induction and disappear with anesthesia, but we shall be 
interested to know if others have observed cardiac 
disturbances abolished during trichlorethylene 
administration. 

Ropert I. W. BALLANTINE 
IAN JACKSON 

London, E.C.1. B. G. WELLS. 

Sir,—I was interested in Dr. Barnard’s report of a 
patient with auricular fibrillation whose heart returned 
to normal rhythm after an anesthetic technique incor- 
porating trichlorethylene. Since beginning to work on 
the effects of this drug in 1939, I have used it on a large 
number of patients suffering from thyrotoxicosis with 
auricular fibrillation for partial thyroidectomy, and in a 
considerable proportion a normal rhythm returned before 
the end of the operation, and was often permanent. 
These patients were premedicated either with rectal 
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paraldehyde and hypodermic scopolamine or with 
pethidine and scopolamine ; none was given atropine 
and few had had digitalis within a week of operation, 
so that these factors suggested by Dr. Barnard can 
be eliminated. The removal of thyroid tissue could also 
have had no effect at this stage. My impression is that 
any type of general anesthesia except chloroform and 
cyclopropane tends to abolish auricular fibrillation, 
although paradoxically it may initiate arrythmias in 
patients with a normal cardiac rhythm. 
Department of Anvesthesia, 


St. Bartholomew’s Hospital, C. LANGTON HEWER. 
London, E.C.1. 


SANATORIA 

Str,—This correspondence has underlined the wide 
divergence of opinions held by most sanatorium physicians 
on the one hand and most chest-clinic consultants on the 
other. In this problem, as in so many others, there is no 
hard-and-fast yes-or-no answer. The pattern of the 
disease itself is changing and hence the methods of 
management change. From the beginning of the 
century, the cry has constantly been heard that the 
solution to the tuberculosis problem is within sight. It 
is true that the mortality-rate from the disease has 
progressively declined, but that decline apparently 
started even before the discovery of the tubercle bacillus. 
Yet perhaps it is more true today than it was ten years 
ago that the next ten years may show a considerable 
change in the epidemiology of the disease, which may well 
involve a considerable reduction in the number of beds 
required in the country. 

That many patients with active pulmonary tuberculosis 
can be adequately treated at home, has now become 
accepted as almost axiomatic. There are, however, still 
several reasons for the maintenance of sanatoria which 
qualify this statement. The first one is that domiciliary 
treatment is only possible where the home surroundings 
are entirely suitable, and when these conditions do not 
exist, the patient must be nursed in a sanatorium. 

Whatever may be the future developments in the 
epidemic nature of the disease, there is no evidence that 
our present methods of treatment of pulmonary tubercu- 
losis result in a cure—as “ cure’’ is understood in relation 
to other infectious diseases such as the pneumococcal 
and streptococcal infections. It is more than likely that 
the tendency to relapse will persist, and under these 
circumstances it is still essential that the tuberculous 
patient should be taught to live with his disease. It is 
this one great and essential quality of education of the 
patient, in the management of his own affairs and of his 
own particular tuberculous disease, that of itself justifies 
the maintenance of sanatoria in any scheme for the 
management of tuberculosis. 


The programme of education must include not only 
instruction from the medical and nursing staff, but also an 
active assimilation of knowledge by the patient himself, 
from the precept and example of the staff and the other 
patients around him. And it is clear that this is one important 
factor which cannot adequately be provided by domiciliary 
treatment except under exceptional circumstances. Whether 
this period of education be long or short, it is an important 
part of the treatment of the individual, and is obviously best 
conducted during the early phase of treatment. Frequently 
at this stage many patients are infective, and this may well 
be an added reason for maintaining such institutions with the 
purpose of limiting the spread of infection until it is considered 
that they are of little risk to others. 

Many sanatoria have become chest surgical centres with 
large thoracic surgical departments. It would be difficult, 
even if it were considered advisable, to move these to other 
institutions, and this would also tend towards the maintenance 
of the sanatorium organisation. 


One of the major problems in the administration of 
any tuberculosis scheme is the management of the 
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chronic sputum-positive patient, particularly those who 
are homeless. Many of these are suitable for and agree- 
able to a hostel type of environment. This kind of 
patient is, however, prone to recurrent periods of relapse 
requiring hospital treatment, and it may be that the 
possibility of utilising sanatoria for the provision of both 
hospital and hostel accommodation for these chronic 
patients may not be beyond the bounds of administrative 
possibility. 

Much has been made of the argument that the chest- 
clinic physician should follow the progress of his patient 
and his family throughout the whole period of manage- 
ment of his illness. This is a fundamental argument and 
would seem to be invalidated because of the separation of 
chest-clinie and sanatoria physicians. But if the policy 
of some of the more enlightened authorities is followed, 
of integrating chest-clinic and sanatoria staff, then this 
separation is eliminated and each physician has the same 
opportunity of complete follow-up of his own patients. 
After all, the principle of having one physician to run an 
outpatient department only, and another one to be 
responsible only for the inpatients admitted from that 
department, has long ceased to function in most other 
branches of medicine. 

If, therefore, the chest-clinic physician and the 
sanatorium physician each has his own outpatient and 
inpatient facilities, then I would suggest that those 
sanatoria which are required for the tasks which have 
been outlined may function more effectively and 
economically in the conduct of those procedures 
which can most effectively be carried out in sanatoria 
alone. 


Leeds Chest Clinic. GORDON EDWARDS. 


KWASHIORKOR 


Srmr,—For some years the English doctors who are 
studying malnutrition among African children have 
chosen the word kwashiorkor to designate one of the 
diseases they found. According to the recent book by 
Dr. Trowell and his colleagues,! the term kwashiorkor 
is used by African tribes to name a disease found in 
children who are weaned early because of a new pregnancy 
in the mother since the parents consider that the second 
foetus will kill the first child, possibly by poisoning the 
milk of the mother. This superstition created the term 
kwashiorkor to indicate the precarious and unfavour- 
able physical and psychical situation of the child who is 
deprived early of its mother’s breast-milk. 


Dr. Trowell and his colleagues give a new significance 
to the term kwashiorkor. Other interpretations have been, 
and no doubt will be, suggested, but these authors give an 
up-to-date interpretation and explain that it refers to a 
succession of facts, the most important of which is weaning ; 
to this they add the overpopulation of the countries and, 
as a consequence, a keen competition for food. Would the 
tribes that coined the word agree to this social interpretation, 
which has been accepted by other modern scientists ? Has 
over-population existed for as many years as the term has 
been used ? 

In Mexico the Aztec tribe coined the word “‘ tzipitl,’’ to 
be used for the same purpose. Since then, the child who 
falls ill due to the mother’s pregnancy, and to a premature 
weaning, is called “ chipil,” according to C. A. Robelo’s 
Dictionary of Aztechisms, and to F. Santamaria’s General 
Dictionary of Americanisms. The term is often used to describe 
the child’s physical, social, and emotional conflict brought 
about by a new pregnancy of the mother. But among doctors 
the term has never been used- to connote the various nutri- 
tional states of the child, although a “ tzipitl’ is usually an 
undernourished child. 

The words “ kwashiorkor " and “ tzipitl ’ cannot be adopted 
for medical nomenclature just to maintain a colourful, exotic 
tradition of the tribes that invented them. Outside Africa 


« 





1. Trowell, H. C., Davis, J. N. P., Dean, R. F. A. Kwashiorkor. 
London, 1954. 








oe — A we oa wm 


-— & &» -« 


[~-owe a -i. annn. o n--o. o- t 


Rees ae et ee 2 


= 


a 
h. 
Oo" 





ho 
ad 
of 
se 
he 
th 
Lic 
ve 


3t- 


e- 
nd 
of 
Cy 
d, 
1is 
ne 
ts. 
an 
be 
at 
er 


he 
nd 
Se 
ve 
nd 
es 


re 
ve 


ice 
n, 
an 


£; 
id, 
he 
m, 
[as 
1as 


to 
ho 
ire 
o’s 
ral 
be 
ht 
ors 
an 
ed 
tic 
ica 


or. 





THE LANCET] 


many doctors see in this effort to preserve a strange term, 
so differently interpreted and with so little scientific meaning, 
only a romantic desire to perpetuate absurd expressions of 
African tribes, to which Dr. Trowell and his co-authors give 
an interpretation in the light of modern knowledge. 

Other countries could surely find terms which would suggest 
prejudices and superstitions among their own peoples, and 
which would illustrate signs or accidents of undernutrition ; 
but those words would have nothing to do with true scientific 
terminology. 

If nutrition means the normal process of assimilation of 
the food components and malnutrition is the imperfect 
assimilation of these components, we have an adequate 
and precise term to name an old disease of humanity, which 
may produce different pathological pictures. 

Dr. Trowell and his colleagues find the term malnutrition 
unsatisfactory because it does not define the “type” of 
malnutrition; they insist there are many types of mal- 
nutrition, one of which is kwashiorkor. Undoubtedly there 
are different degrees, clinical features, and pathological 
changes in malnutrition, according to the stage of develop- 
ment of the disease, but it cannot be accepted, in the light 
of modern knowledge, that there are many types of mal- 
nutrition. Kwashiorkor, or any of the hundreds of names by 
which malnutrition is known in Africa, in South America, 
or in Asia, have the same cause—namely, a deficiency of 
the nutrient elements whether through a fault of ingestion, 
digestion, absorption, or assimilation. 


Although terminology is important, it is of small 
significance compared to the excellent study which 
Dr. Trowell and his colleagues have carried out in 
undernourished African children. Their book is of great 
value to all who are interested in this particularly urgent 
problem of malnutrition. We are grateful to the authors 
for their generous references to the Mexican work on 
malnutrition. 


Hospital Infantil, 
Mexico. 


FEDERICO GOMEZ. 


RUPTURE OF THE DUODENAL STUMP AFTER 
GASTRECTOMY 


Srr,—In their letter of April 16 Mr. Lunn and Mr. Noon 
describe what is one of the commonest, and certainly the 
most lethal, forms of intestinal obstruction that may 
follow partial gastrectomy of the antecolic Polya type. 
Judging from the increasing number being reported in 
the literature, the condition is being recognised more 
frequently, but, even so, it is difficult to diagnose since 
the symptoms are often vague and the obstruction often 
only partial. The particular kind reported by Lunn and 
Noon is dangerous, since the vascular supply to the 
afferent loop is embarrassed, and I therefore call atten- 
tion, as I did in my two papers !? on the subject, to the 
need to close the gap between the anastomosis in front 
and the transverse colon behind, in order to prevent any 
of the six different patterns of obstruction described in 
my second paper. Surgeons use the antecolic, rather than 
the retrocolic, reconstruction to save time, but now that 
it is recognised that the gap in the former should be 
closed, this time-saving factor disappears since it is 
easier to close the gap in the mesocolon made during the 
retrocolic operation. 

The second most important point in Lunn and Noon’s 
case, though they do not mention it, is the disadvantages 
of the long afferent loop. In order that the afferent loop 
ean herniate through the gap from right to left, it must 
be a long one, say 12-18 inches; though, of course, if 


the gap had been closed, even a long loop would not 


have herniated, 

There are, however, two other dangers of the long 
afferent loop. I have published elsewhere * 3 cases, and 
have since had a 4th, in which the long afferent loop, 
over the course of time, became concertinaed by adhesions, 


1. Stammers, F. A. R. Brit. J. Surg. 1952, 40, 58. 
2. Stammers, F. A. R. Ibid, 1954, 42, 34. 
3. Stammers, F. A. R. Bgham med. Rev. 1954, 18, 225. 
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producing such severe afferent-loop symptoms as to 
require further operation. The third disadvantage is 
that very occasionally a long loop leads to steatorrhea. 


Queen Elizabeth Hospital, 


Birmingham, 15. F. A. R. STaAMMERS. 


THE HAIR OF THE PILONIDAL SINUS 

Srr,—Although my own investigations concerning the 
origin of pilonidal sinuses are already in process of 
publication elsewhere, I should like to intervene in the 
controversy between Mr. Patey and Professor Scarff 
(April 9) and Mr. Weale (Jan. 29 and April 16). 

Mr. Weale is to be congratuiated on drawing attention 
to a method of establishing the polarity of loose hairs 
or hair fragments, but his finding, in seven specimens 
sectioned, that the root ends of the hairs were directed 
cranially does not prove that they grew there. Nor does 
it prove that this is the invariable arrangement. I have 
described hairs entering a sinus tip-first while still growing 
from follicles in the surrounding skin. I have even seen 
a hair bent at-its middle into a U-shape ; the apex of the 
U-bend had entered a sinus, one end was growing from 
a follicle, and the other was lying free externally. It 
follows that Mr. Patey and Professor Scarff’s barley-corn 
trick (which works with my hair) cannot be the only force 
promoting entry. Their original suggestion of a suction 
force, which Mr. Weale mentions with scorn, proves to 
be correct, for I have demonstrated, measured, and 
recorded it, and a manometer tracing is included in my 
paper. * 

If my theory is correct, hairs growing from the sur- 
rounding skin with their tips entering a sinus should be 
a common sight. They are. If Mr. Weale is right, it 
ought to be possible to demonstrate hairs growing from 
undoubted follicles in a squamous epithelium at the cranial 
end of the sinus. It is not. I have been unable to find a 
single illustration of such an occurrence during an 
extensive search of the literature. 


Liverpool, 12. RoGER BREARLEY. 


PREPARATION FOR WAR 

Srr,—Dy. Glaister (April 16), in his devastating analysis 
of the emotional basis of power politics, compares national 
(or power-bloc) strivings for domination in a world of 
nuclear weapons to the child’s fantasies of making the 
world conform to his desires rather than make the 
necessary compromise between those desires and reality. 
It is no longer necessary to quote authorities to show 
what devastation must follow the use of H-bombs, nor 
to show the inevitability of their use if they are manu- 
factured. But people follow their governments in refusing 
to make these facts the basis of rational thought ; they 
pretend that the facts are not there—that it is possible 
for the Powers to go on preparing to attack each other 
without ever actually doing so, to make preparations so 
much more terrible than the other side that it would 
be possible to ‘“‘ win’’ a war, and to construct a “ civil 
defence ’’ which has some genuine reference to H-bombs. 
It is pathetic and terrible to see men and women in 
positions of authority and trust simply running away 
from their moral responsibilities, deceiving themselves 
and others into believing that there is such a thing as 
** peace through strength.’’ The French decision not to 
manufacture the bomb could yet be made to create the 
conditions in which governments might have the courage 
to tell their peoples that there is no longer safety in 
having two or three times as many H-bombs as your 
enemy, Churchmen to declare the moral degradation of 
preparing them, and the leaders of our profession the 
futility of pretending that it would be possible to offer 
medical aid to more than a few of the survivors. 


Medical Association for the Prevention of a 


291, Burntwood Lane, London, S.W.1 Duncan LEys. 
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Public Health 


The Caravan Site 


THE control of camping sites has perplexed the public- 
health authorities for so many years that it is refreshing 
to see an excursion from the confines of an unrelated 
specialty to present the point of view of a medical 
caravanner. Whether it would be practicable or expedient 
to enforce the standards suggested by Mr. William Hunter, 
F.R.C.0.G., is another matter. He quite rightly points out? 
that many of the nuisances and abuses are due to the indis- 
criminate subletting of caravans, and he proposes that such 
hiring should be either prohibited or strictly controlled 
on selected sites. The idea of segregation of the casual 
visitors from the owner-occupiers is an apartheid policy 
which might work to the mutual happiness of both 
groups, and indeed already obtains on some sites where 
the management need to exercise a firm control, or 
where the cultural outlook of the caravanners produce 
a natural clique pattern in the lay-out. There would 
seem to be little chance of obtaining statutory powers 
to limit subletting, and even less chance of being able 
to enforce them. 

There is a better case for segregating permanent 
residential caravan sites from the more nomadic varieties, 
because a residential site really has the character of 
an improvised housing-estate and needs more highly 
organised communal facilities if it is not to degenerate 
too rapidly into a shanty-town slum. Most local 
authorities look askance at the formation of such settle- 
ments, which seem to attract problem families and an 
endless succession of opportunists who try to, use the 
caravans as springboards to jump the queue for priority 
in rehousing. It is a practical defect in the Housing 
Act, 1936, that two years must elapse before a particular 
caravan can be condemned under the slum-clearance 
procedure. It does not necessarily follow that no caravans 
should be used for permanent habitation. They offer 
valuable scope to the tuberculous and the eccentrics, 
but for various reasons those people are perhaps better 
accommodated on individual isolated sites. The casual 
visitors to isolated unlicensed sites remain an insoluble 
problem, since they drink water at their peril from 
polluted streams and dispose of their waste to endanger 
small private water-supplies. Their education by an 
extended Country Code may be the only remedy. 

Mr. Hunter is more concerned with the genuinely 
mobile caravanner being able to find the decencies of 
civilisation where he stops for the weekend, and the local 
residents would share his wish for their own sakes. But 
even the more gregarious nomads vary in their require- 
ments. Many scorn the creature comforts of the luxury 
site to glory in their dream of Romany life and endure 
for a brief spell the more primitive sanitary habits of the 
gipsies, leaving unmistakable evidence where their 
caravans have rested. For those who cannot do without 
the collective security of urban life, the fully equipped 
site is the answer. Mr. Hunter favours plenty of room 
between vans, space for easy version, and waterborne 
sanitation. Refuse disposal can be easily organised, 
but rural water-supplies are often well below urban 
standards. So long as there are such differing demands 
there will always be wide variations in sites. It takes all 
sorts both to make a world and to tow a caravan. 

A well-organised site can, as Mr. Hunter says, be a 
hygienic place which is an asset to the district, and the 
keynote is proper management by the site operator. 
If the manager is worth his salt there will be no need for 
the sanitary inspector and the police constable to be 
hovering by the gate. Surely it is better that the site 
owner should run his own business in an orderly and 
efficient way than to make bad laws to suit hard cases ; 
and any law that cannot be enforced is bad. A convoy 
of caravans can be driven straight through the law as it 
stands at present. The uncertain interpretation of the 
Public Health Act, 1936, the status of the exempted 
organisations, and the anomalies with the planning 
legislation all make control a dangerous and irritating 
game of bluff. In a recreation so diverse in character 
it would be very difficult to close all the loopholes. 





1. Hunter, W. Med. Offr, 1955, 93, 179. 
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Mr. Hunter advocates stiffer penalties for breach of 
conditions attached by a local authority to the site licence, 
including even revocation of the licence to operate the 
site. Such withdrawal would impose a financial penalty 
incommensurate with the offence—a principle that is only 
occasionally and reluctantly applied in English law. 
Caravanners, site operators, and local authorities are only 
too conscious that we live in an imperfect world; but 
a code of good caravanning practice may achieve much 
better results in the long run than all the threats of 
penal reprisals and the temptations of evasion. We seem 
to be made that way. 


Obituary 


ROBERT DAVIES-COLLEY 
C.M.G., M.Chir. Camb., F.R.C.S. 


Mr. Davies-Colley, consulting surgeon to Guy’s 
Hospital, died on April 16 at the age of 73. 

He came of a well-known medical family. His father, 
J. N. C. Davies-Colley, was also senior surgeon to Guy’s ; 
his brother Hugh was civilian surgeon to the Cambridge 
Military Hospital, Aldershot; and his sister Eleanor, 
who died in 1934, was the first woman F.R.c.s. Robert 
himself was educated at Westminster School, Emmanuel 
College, Cambridge, and 
Guy’s. After qualifying 
in 1906 he held house- 
appointments and _ regis- 
trarships at Guy’s, later 
becoming lecturer in sur- 
gical pathology and curator 
of the museum. Meanwhile 
he obtained the higher 
surgical qualifications, tak- 
ing the F.R.c.s. in 1908 
and proceeding to the 
degree of M.cCHTR. the 
following year. In 1912 
he was appointed to the 
honorary staff, but his 
work there was soon inter- 
rupted by the outbreak 
of war and during 1914-19 
he served in France and 
later in Mesopotamia, 
where he was consulting 
surgeon to the Expedi- 
tionary Force with the rank of colonel. For this work he 
was appointed c.M.G. in 1918 and mentioned in 
despatches. 5 wi 

On his return to civilian practice he took up his con- 
sulting practice again, and he also became consulting 
surgeon to the London County Council. But Guy’s 
remained the centre of his work and interest. To the 
hospital, his juniors, and his friends he gave whole- 
hearted loyalty and in return received whole-hearted 
affection. His chief interest was in surgical pathology, 
which he taught well; and, though he was himself 
little of an innovator, he performed the valuable function 
of the critic. Hating bluff and show, he was one of those 
that hold fast to what is good. A massive figure, with a 
beak of a nose and shaggy eyebrows, he was very much 
part of Guy’s. Outside his own hospital he was examiner 
for the Royal College of Surgeons, the University of 
London, and the Society of Apothecaries. 

N. M. writes: ‘* Davies-Colley—affectionately D. C. 
always gave one the impression of a countryman whose 
lot Fate had cast capriciously in the city, where in 
the fullness of time his gift commanded professional 
recognition and renown. 


‘“He was already a person of note at Guy’s when I 
first entered the school some 47 years ago. There he 
initiated me into the mysteries of obstetrics and gynzco- 
logy while he was serving his apprenticeship as registrar 
in that department before proceeding to general surgery. 
Between the two world wars we were colleagues on the 
senior staff of Guy’s, and from the year of crisis 1939 our 
association grew closer as we served together in the 
E.M.S. at Farnborough, in Kent, where he was the 


(Barbara Davies-Colley 
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efficient officer in charge of that decentralised unit of 
our parent hospital. There, his lucidity of thought and 
simple directness of action, qualified by patience and 
disciplined by strict integrity, stood us all in good stead 
as we strove to coérdinate the dual control of central 
and county authority and reconcile their often divergent 
views on methods, means, and objectives. He was 
tactful too. 


“Much of his success as a surgeon was due to the 
acuity of his insight and to his refusal to be distracted 
by irrelevant detail. When his counsel was sought it 
was with confidence that he would advise no hazardous 
adventure by Surgery’s wilder shores, but direct one 
along the safest path where lay the greatest promise 
of relief.” 


Mr. Davies-Colley married in 1908 Emily Cecilia, 
daughter of Arthur Crosby-Jones. There are two 
daughters of the marriage. 


DAVID THOMAS BARRY 
M.D. R.U.I., D.Sc. N.U.I., F.R.C.S., D.P.H. 


Professor Barry, who died in London on April 15, won 
professional distinction in two countries. In Eire he 
held the chair of physiology at University College, Cork, 
and during vacations he joined an active group of 
experimental physiologists in France. This cross-Channel 
contact was of great value to him as a teacher. 


He was born at Ballyanihan, co. Cork, in 1870 and 
he studied medicine at Queen’s College, Cork, where he 
graduated M.B. R.U.I. in 1894. He spent some years in 
general practice at Rock Ferry, Cheshire, during which he 
attended courses at Liverpool University. He proceeded 
to his M.D. in 1903 and the D.P.H. in 1904. After some 
years of postgraduate study in London with Starling and 
later in Berlin and Heidelberg, he took his F.R.c.s. in 
1907. The same year he was appointed to the newly 
created chair of physiology in Cork at Queen’s College 
(later renamed University College). His first task was to 
build up his new department which had previously been 
linked with the department of anatomy. 


During the 1914-18 war he was not released for 
service and he remained in Cork. In 1918 he took the 
p.sc. After the war he spent his vacations in France 
where his wife, the daughter of a Paris architect, had 
settled with their children. Barry worked in Paris at 
the Collége de France with Gley, at the Sorbonne with 
A. and B. Chauchard and the Lapiques, at the Institut 
Marey, and in Dinard at the Laboratoire Maritime. In 
1929 he was appointed chevalier of the Légion d’ Honneur. 

He published some 50 original papers many of which 
dealt with heart perfusion and electrocardiography. He 
also condensed and translated 
many papers for Physiological 
Abstracts. He retired from his 
chair in 1942. 

A. St G. H. writes : ‘‘ David 
Barry was an _ individualist, 
whether scientific or social, 
and one whose words always 
provoked thought though not 
necessarily agreement. His 
Irish forthrightness resulted in 
lucid exposition of the inter- 
pretation he had put on the 
problem discussed, whether it 
was the mode of contraction 
of the heart, the position of 
the Church in Science, or the 
support of Science and Medi- 
cine in the British Isles as 
contrasted with the Continent. 
He felt deeply and sincerely, 
= sometimes discussion became difficult though never 
dull. 


“* His studies in Heidelberg, Berlin, and Paris were in 
the tradition of the British and Irish scientists and 
medical men at the turn of the century. 

‘* Those who examined with him will well remember 
his home, the pleasure of meeting his wife, and the sense 
of culture, thought, and generous warmth of heart 
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which existed in that old historic home of the Bishops 
of Cork.”’ 

Professor Barry is survived by his widow, Marie 
Yvonne, née Boiret, and by their two sons, Dr. C. T. 
Barry and Dr. D. R. Barry. 


Appointments 


AYLWIN, J. A., M.B. Leeds, F.R.C.8.: consultant asst. thoracic 
surgeon, United Leeds Hospitals, and consultant thoracic 
surgeon, Leeds Regional Hospital Board. 

BRODDIN, PATRICK, L.R.C.P.1.: asst. county M.o. and school M.o., 
Brighouse, Elland, and Queensbury area, Yorkshire. 

CRANMER, J. G., M.B. Glasg., F.F.A.R.C.S., D.A.: consultant anes- 
thetist, Northallerton H.M.c. 

HaicH, KATHLEEN M. C., M.B. Leeds, D.OBST.: senior asst. county 
M.O. and school M.o. Colne Valley, Denby Dale, Holmfirth, 
Kirkburton, Meltham, and Saddleworth urban district councils, 
and the West Riding County Council. 

Henry, H. 8. A., M.B. Belf., F.R.C.8.1., D.P.H., D.L.O.: consultant 
E.N.T. surgeon, South Down, South Armagh, Banbridge and 
Dromore H.M.C.8. 

HIBBARD, B. M., M.B. Lond., D.OBST.: registrar in obstetrics and 
gynecology, Bath group of hospitals. 

HopcGes, -H. CHRISTINE, M.B. Wales, D.M.R.T.: part-time asst. 
radiotherapist (S.H.M.0.), St. Mary’s Hospital, London. 

MACKENZIE, I. C. K., T.D., M.D. Camb., M.R.C.P.: asst. physician, 
neurological department, Guy’s Hospital, London. 

MARTIN, DOREEN M., M.B. Lpool, M.R.C.0.G. : hou. asst. gyneecologist, 
Providence Hospital, St. Helen’s, Lancs. 

MURPHY, JOHN, M.B. Glasg., D.P.M.: psychiatrist (s.8.M.o.), Strath- 
eden Hospital, Cupar, Fife. 

PARKEN, D. 8., M.B. Lond., D.C.H., D.P.H. 
M.O., Swindon. 

Ritcutik, E. A. A., M.B. Lond., M.R.C.P., D.P.M.: whole-time senior 
asst. psychiatrist, Rauceby Hospital, Sleaford, Lincs. 

ROSENBERG, H., M.R.C.8., D.P.M.: whole-time consultant psychiatrist, 
Morgannweg Hospital, Bridgend, Glamorgan. 

Scotr, A. G., M.B. Aberd., D.P.H.: deputy M.o., Norfolk County 
Council. 

SMALL, W. P., M.B. Edin., F.R.C.8.E., M.R.C.P.E, : 
Western General Hospital, Edinburgh. 
WALKER, N. /., D.M.R.E.: hon. asst. radiologist, Providence 

Hospital, St. Helen’s, Lancs. 

WALLIS, E. MARJORIE, M.B. Edin., D.OBST.: asst. M.O.H. and school 
M.O., Swindon. 

WILLiAMs, K. M., M.B. Birm., D.P.H., D.1.H.: principal asst. M.O.H., 
Westminster and Holborn. 

Witson, J. N., CH.M. Birm., F.R.c.8.: part-time consultant ortho- 
peedic surgeon, Royal National Orthopedic Hospital, London. 


: deputy M.o.H. and school 


consultant surgeon, 


Eastern Regional Hospital Board (Scotland): 

BUCHAN, ALEXANDER, M.B. Aberd., F.R.C.8.E., M.R.C.0.G.: asst. 
obstetrician and gynecologist (part-time consultant), Dundee 
area. 

MILLERS, J. G., M.B. St. And., D.A.: 
Perth area. 

MITCHELL, i: G., M.D. Edin., M.R.C.P.E., D.C.H.: asst. peediatrician 
(whole-time consultant), Dundee Royal Infirmary, and 
Maryfield Hospital, Dundee. 


consultant anzsthetist, 


Leeds Regional Hospital Board : 

CHARNLEY, A. D., M.B. Lpool: senior casualty officer, Batley 
and Dewsbury General Hospitals. 

HANSELL, J. L., M.B. Camb.: whole-time asst. chest physician 
and deputy medical superintendent (S.H.M.0.), the Hospital, 
Grassington, near Skipton. 

Pratt, T. L. C., M.R.C.S8., D.M.R.D.: whole-time asst. radiologist 
(8.H.M.0.), Huddersfield and Halifax groups. 

Wuite, J. M., M.D. Glasg., D.P.M.: whole-time consultant psy- 
chiatrist and deputy physician-superintendent, Stanley Royd 
Hespital, Wakefield. 


Liverpool Regional Hospital Board : 

Jones, C. H., M.B. Lpool: whole-time asst. pathologist, Alder 
Hey Children’s Hospital, Liverpool. 

RICHARDSON, J. C., M.B. Lpool, F.F.A.R.C.8., D.A.: consultant 
anresthetist, Liverpool city area. 

WALKER, G. D., D.M. Oxfd, M.R.Cc.P.: whole-time consultant 

, »hysician-superintendent, Newsham General Hospital, 

iverpool. 

WaALLACE-JONES, D. R., M.B. Lpool, D.M.R.D.: consultant radio- 

logist, North Liverpool and Fazakerley groups. 





Births, Marriages, and Deaths 


BIRTHS 


KaGAN.—On March 29, to Barbara and Aubrey Kagan, M.R.c.P.— 
a brother (Aubrey James) for Penelope Ann and Alfred 
Nicholas. 

TASKER.—On April 14, at Northampton, to Anita, wife of Dr. J. R. 

asker—a daughter. 


DEATHS 


Barry.—On April 15, David Thomas Barry, M.D., D.8C., F.R.C.8., 
D.P.H., chevalier de la Légion d’Honneur, emeritus professor 
of physiology, University College, Cork, of 7, Lancaster Gate, 
W.2, aged 84. R.1.P. 
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"Notes and News 


THE WEST END HOSPITAL 


Many hospitals were heavily damaged during air attacks 
in the late war, but the West End Hospital for Neurology and 
Neurosurgery (as it is now called) in London was particularly 
hard hit. In 1940 the outpatient department in Welbeck 
Street was struck by a bomb and a nurse was killed. A 
fortnight later a land mine fell in the grounds of the inpatient 
department in Regent’s Park. Happily there were no casualties, 
but the building was badly shattered. It was repaired, only 
to suffer even more severely in 1944 when a flying bomb 
killed eleven patients and one nurse, and a second nurse lost 
her sight. Despite these blows, the hospital's work (like so 
many other important features of the nation’s life) went on. 
Beds were lent by various other hospitals; and after the 
war, in 1946, a neurological unit of 60 beds was set up at St. 
Charles’s Hospital, Ladbroke Grove, and this is still in action. 

With the coming of the National Health Service, the 
future of the hospital was discussed, and it was finally decided 
that the premises in Dean Street so long occupied by the 
London Lock Hospital should be reconstructed as new (and 
now combined) inpatient and outpatient departments of the 
West End Hospital. And the culmination of this plan has 
now been marked by a reception held in the newly fitted 
outpatient hall in Dean Street on April 22. Extensive recon- 
struction has met all the complex needs of a modern neuro- 
logical hospital, and it was clear to guests at the ceremony 
that the hospital staff are looking forward to the opportunity 
of providing, in their new home, an even finer service than at 
any time in the hospital’s distinguished record, which began 
in 1878. 

There will be about 40 beds to begin with, but there is room 
for expansion. Wards have been named after the nurses 
who were killed or gravely injured during the bombing. The 
department of speech therapy which has long been associated 
with the hospital will carry on its work and so will the School 
of Speech Therapy. Various special departments are attached 
to the hospital, such as dermatology, orthopedics, ophthal- 
mology, and otorhinolaryngology, so that the neurological 
consultants will have ready access to colleagues in these 
specialties. But the extensive psychiatric and child-guidance 
departments, which had grown very large (too large, many 
thought, in relation to the size of the hospital as a whole), 
will in future work independently as the St. Marylebone 
Hospital for Psychiatry and Child Guidance, in Cosway 
Street, off Marylebone Road. 

At the reception Dr. T. Rowland Hill, physician to the 
hospital, welcomed as its new patron, Lord Bruntisfield, and 
he spoke warmly of Lord Bruntisfield’s considerable services 
to the hospital in the past, particularly during adverse times. 
Dr. Rowland Hill hoped that the hospital, now that it had 
recovered from its wartime setbacks, would expand still 
further in the future. Meanwhile, he felt that the new 
building would give an impetus to even better achievements 
in neurology and neurosurgery. 


THE INWARD EYE 


Most of us, as the years go by, learn to take new experiences 
with a certain fortitude. But this by no means always applies 
to wsthetic experiences, and many people are profoundly 
disturbed by unexpected sounds in music and unexpected 
methods or subjects in painting and sculpture. Art critics 
have their work cut out to interpret to each succeeding 
generation the new forms which the musicians and painters 
are trying to explore. 

Perhaps it is true that, as Eric Newton said recently in a 
broadcast,' few of us can read a picture as easily as we read a 
poem : we are not visually literate, and cannot hope to be; for 
whereas we practise talking, reading, and writing—some of 
us for many hours a day—few of us ever practise painting at all. 
Moreover we, in this generation, are perhaps confronted, 
with special difficulties; for many artists have given up 
representing the visible world in a relatively straightforward 
way, and are instead concerning themselves with abstractions 
such as emotions and the contents of the unconscious mind. 
Why not ? They have as much right to unconscious minds 
as other people, and at least as much right as psychiatrists 
to explore them. It does mean, however, that we must take 
a little trouble to follow their symbols, just as it took a little 
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trouble to follow the symbols in, say, T. 8. Eliot’s The Waste 
Land. This at least, is the opinion of George Wingfield Digby, 
whose new book, Meaning and Symbol,? interprets the work 
of three modern artists—Edward Munch, Henry Moore, and 
Paul Nash—in terms of Jungian psychiatry. 

Munch, deeply introverted and depressed, painted pictures 
which have their counterpart (in content if not in skill) 
in the paintings of many mentally ill patients in hospital. 
They often reveal an oppressive universe, his own fear of it, 
and the division he found in his own personality. Thus his 
portrait of himself in an almost deserted restaurant shows, 
towards the back of the room, a pair of waiters—or perhaps 
one waiter split in two, the halves standing back to back. 
In The Fight two figures, one black one white, prepare for 
conflict, and in Unwelcome Guests he has taken up his gun 
to shoot, through the window, his black and white doppel- 
gingers as they approach his house. His emotional perturba- 
tion, like that of Edgar Allen Poe, informs all his work : 
but his skill and power as a painter allow him to use it 
resourcefully, with beauty. 

Very different in feeling is the work of Henry Moore, whose 
vast stone forms of women, generous, mindless, fertile, are 
part of the mindless fertile earth out of which they seem to 
grow. He finds in natural rocks, weathered and pierced 
with smooth holes, a poetic expression of life and change ; 
and he gives to his material much more freedom than sculptors 
have been wont to do, allowing it ‘‘ to reduce and assimilate 
the human character of the form into its own material 
nature.” Digby suggests that archetypal themes of death 
and rebirth, the dismemberment of Osiris and of Dionysus, 
and many other echoes from mythology are also to be found 
in his work. 

Paul Nash, too, was engrossed by Nature—by the seasons, 
by strange encounters of natural and man-made objects, 
and, like both Eliot and Moore, by the splendour and 
generosity of fertility. Many of his symbols are as direct and 
unsubtle as fertility itself—the sunflower, bearer of thousands 
at a generation, the serpent whose head is so often shown 
piercing the sun’s disc, the phoenix springing from a cavernous 
nest, the convolvulus, the mushroom, the sun itself. 

To appreciate an artist’s symbols is to get rid of a good 
deal of unconscious hostility ; for until we can speak his 
language he is one of these damned foreigners, and the inward 
reflection ‘‘Can’t understand what the fellow’s getting at,’ 
finds outward expression in “‘ Why can’t he talk sense?” 
But once the secret is out, the language learnt, we warm 
to him, and are free to enjoy his work. And really the trouble 
required is not very great ; for as Digby says, “‘ the expression 
of an artist who can reach down to the fundamental in himself 
is never as complicated as our thinking processes make it 
appear; it is usually only difficult to his immediate 
contemporaries.” 


CENTRAL MIDWIVES BOARD 


Tue following have been appointed as members of the 
board for the next three years. 


Appointed by the Minister of Health—Miss G. M. GODDEN, 0.B.E., 
S.R.N., 8.C.M., matron, Hammersmith Hospitai; I. G. INNES, M.D., 
general practitioner, Hull; G. T. MILNE, assistant secretary. 
Ministry of Health; J. A. ScoTt, 0.B.E., M.D., medical officer of 
health, London County Council; Miss V. SHAND, 8.R.N., 8.C.M., 
M.T.D., Supervisor of midwives, Lancashire County Council ; ARNOLD 
L. WALKER, C.B.E., F.R.C.8., F.R.C.0.G., casualty obstetrical surgeon, 
City of London Maternity Hospital (c ee. 

Appointed by the Royal College of Physicians.—ALAN A. MONCRIEFF, 
C.B.E., M.D., F.R.C.P., Nuffield professor of child health, University 
of London (vice-c hairman ). 

Appointed by the Royal College of Surgeons.—A. M. CLAYE, F.R.C.8., 
pas .0.G., professor of obstetrics and gynecology, University of 

seeds. 

Appointed by the Royal College of Obstetricians and Gynecologists. 
—VictTor LACK, F.R.C.P., F.R.C.8., F.R.C.0.G., obstetrical and gynszco- 
logical surgeon, London Hospi tal. 

Appointed by Society of Medical Officers of Health.—Miss 
JEAN MACKINTOSH, M.D., senior administrative medical officer, 
Birmingham. 

Appointed by the Royal College of Midwives.—Miss E. K. BaLiy, 
S.R.N., 8.C.M., M.T.D., supervisor of midwives, Holland County 
Council ; Miss M. I. FARRER, 8.R.N., 8.C.M., M.T.D., D.N. (Lond.), 
matron, ’St. Mary’s Maternity Hospital, Croydon ; Miss E. J. MERRY. 
S.R.N., 8.C.M., general superintendent, Queen’ 's Institute | of District 
Nursing ; Miss M. WILLIAMS, 8.R.N., 8.C.M., M.T.D. matron, 
Queen C harlotte’ 's Hospital. 

Appointed by the County Councils Association.—A. ELLIOTT, M.D., 
medical officer of health, Kent. 

Appointed by the Association of Municipal Corporations.— Alderman 
F. E. TYLECOTE, M.D., F.R.c.P., professor emeritus of medicine, 
University of Manc hester. 





1. Listener, March 10, 1955, p. 424. 


2. London: Faber & Faber. 1955. Pp. 204. 308. 
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EMPIRE RHEUMATISM COUNCIL 


In his report to the annual —— of the ewe Rheuma- 
tism Council in London on April 27, Dr. W. 8S. C. Copeman, 
he chairman, said that the Council’ s record of achievement 
n 1953-54 was one of which they could justly be proud. 
(heir views on the recognition of rheumatology as a specialty 
1ad been put before the Minister of Health, who had promised 
that; in the new Ministry circular dealing with senior appoint- 
ments, rheumatology would be mentioned as a subject in 
which a senior medical registrar could be employed during 
his training. The Council judged this to be an important 
advance. 

In the past year an all-out effort had been made to increase 
the Council’s finances, and Dr. Copeman referred to many 
generous contributions, and particularly to the heartening 
response to the appeal launched last October at a dinner 
at the Mansion House, which was attended by the Council's 
president, the Duke of Gloucester. 

The financial report shows an income for 1953-54 of 
£18,723 (exclusive of legacies), compared with £10,019 in 
the previous year. Medical expenditure on research work 
totalled £10,151, as against £8128 in 1952-53. 


IMPERIAL CANCER RESEARCH FUND 


Tue Fund’s annual general meeting was held in London 
on April 28. In the report on its affairs in 1954-55 the 
treasurer, Mr. A. Dickson Wright, records a further consider- 
able increase in the number of subscribers to the Fund. 
Receipts from subscriptions and donations amounted to 
£22,880 and from investments to £41,507. Legacies totalled 
£113,542. Dr. James Craigie, F.R.s., director of the central 
laboratories at Mill Hill, summarises the many pieces of 
research that are going on there. He observes that the 
inter-relationships between many aspects of the work are 
increasing. The clinic opathological research unit, directed 
by Prof. Geoffrey Hadfield at 48, Lincoln’s Inn Fields, is 
finding its quarters much too meagre for the sizeable plans 
it has in mind, and an offer from the Royal College of Surgeons 
for the use of two nearby sites has been accepted. As.soon 
as the College is able to vacate these buildings, the sites will 
be let to the Fund, with the right to demolish the existing 
houses and rebuild. 





University of London 

Mr. G. B. West, p.sc., lecturer in pharmacology in the 
University of St. Andrews, has been appointed to the reader- 
ship in pharmacology at the School of Pharmacy. 

The following degrees have recently been awarded by the 
senate : 

M.S.—D. J. Robertson. 


Ph.D. (in the faculty of medicine).—T. W. 
Lancaster, Khagendra Chandra Basu Mallik. 


Glenister, M. C. 


National University of Ireland 
The degree of M.D. has been awarded to Brendan O’Mordha. 


Society of Apothecaries of London 

At a recent examination for the L.M.s.S.A. 
were successful : 

R. A. Norton, F. Heyes, A. D. Boots. M. E. Khan, G. K. Gregory, 


A. W. L. ap A. G. Day, K. Mellish-Oxley, R. A. Greig, 
A. W. Prentice, J. G. Teall, M. A. A. Si. Pelosi, D. Lyen, D. Procter. 


Royal College of Physicians of Edinburgh 

Dr. Jessie Macgregor Prize for Medical Women (£75).— 
An award of this prize will be made in July for original work 
in the science of medicine. Such work may be published or 
unpublished, but must not have been published earlier than 
July, 1951. It is open to women who are graduates in medicine 
of the University of Edinburgh or who have taken the Scottish 
triple qualification. Applications must reach the convener 
of trustees at the college, 9, Queen Street, Edinburgh, 2, not 
later than June 30. 


The following 


Health Centres and General Practice 

A debate on the réle of health centres in the general practice 
f the future will be held by the Sigerist Society at 3 P.M. 
m Sunday, May 8, at 45, Russell Square, London, W.C.1. 
Dr. Hugh Faulkner will explain why he thinks a general 
jevelopment of health centres should benefit both patient and 
ioctor, and Dr. Stephen Taylor will present his criticisms and 
iis alternative. The meeting is open to non-members of the 
society. 





NOTES AND NEWS 
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Royal College of Surgeons of England 

At a meeting of the council on April 21, with Sir Harry 
Platt, the president, in the chair, honorary fellowships were 
conferred on Mr. William Doolin (Dublin) and Prof. Robert 
Janes (Toronto). The following were elected to the fellowship 
without examination as medical practitioners of at least 20 
years’ standing: Mr. R. D. Langdale Kelham (Roehampton), 
Mr. L. 8. Debenham (Scarkorough), Prof. J. McCunn (Royal 
Veterinary College), Mrs. E. L. G. Hilton (University College 
Hospital). Prof. G. J. Cunningham was admitted as Sir 
William Collins professor of human and comparative pathology 
and conservator of the pathological museum. 

The Jacksonian prize for 1954 was awarded to Mr. 
Cecil W. D. Lewis, and a certificate of honourable mention to 
Dr. Oliver C. Lloyd. The council selected Portal Hypertension 
as the subject for the Jacksonian prize for 1956. The John 
Hunter medal and triennial prize was awarded to Stephen L. 
Baker, and the Mitchiner medal for 1955 to Colonel W. R. M. 
Drew. 

A diploma of membership was granted to Barbara Y. 
Stockhausen. Diplomas were granted jointly with the Royal 
College of Physicians to the following : 

D.C.H.—Phyllis. B. Banks, Rosalind A. Barnes, Yvonne G. 
Beeching, Maurice Berger, R. J. Burns, Alison M. Bush, 
Abdul-Hamid Ismail Bustani, R. J. Cantwell, Shireen H. Captain, 
Verne Caradus, Marie D. Carroll, Delsya R. Conway, A. T. Cook, 
Josephine Cook, M. J. F. Davis, Joan M. Duncan, Bernice B. 
Eldred, D. W. Evans, Joyce A. Fiddick, I. W. W. Fingland, J. P. F. 
Fogarty, Sheila M. Forbes, Grace E. 8. Forrest, Isobel D. M. Forster, 
Nirmala H. Gopaldas, Audrey Greenberg, Sheila M. Griffiths, 
Jean M. Halliwell, Christine E. E. aemaoed. Heather 8S. Hard- 
castle, Felicity Harris, D. B. Hawkins, J. R. K. Henry, Pamela E, 
a Margaret Hope, Shanti Indra, R. J. we. Cc. C. A. Jansz 

. N. Kanwar, Daphne M, Kirkman, Ethel E. A. D. Knowles, Ky, 
yi Wain, W. J. Laurence, 8S. J. Lazar, Boris Levin, Samuel Levini 
S. BE: Levin, Jerzy Lissowski, “Margaret B. Living-Taylor, Judith M. 
Macdonald, Silvia A. M. Marshall, Moira J. Martens, Ann G. 
Morgan, Avisa J. M. Morley, Sailendra Nath Mukherjee, 
Purnendu Samaddar Mukherji, R. J. Pett, Malathi Rajasingham, 
T. H. Roach, Balasubramaniam Saraswathy, Margaret Schafran, 
Phyllis E. Slater, G. J. R. Soutter, C. E. Stroud, 8. M. Thornton, 
Catherine J. Tulloch, D. J. van Pletzen, D. H. Wadeiton, N. D. 
Walker, Benjamin Weinstein, Joan C. Wells, Janet M. White, 
Kathleen M. Witham, Ponniah Yoganathan. 

D.O.—G. Augustus Binns, M. E. Cameron, G. V. Satford, 
Nanda Kumar Cnestenioe, Sakti Das Chatterjee, F. J. Cherington, 
nero Cortes Valda, A. T. Daly, P. B. du Toit, Joan E. Farrar, 

U. E. M. Fechner, C. C. Grunberger, J. B. Hickey, W. D. Hopkins, 
fades Sen Jain, date Abdul Jalil, L. Lowth, Anne M, 
McEntegart, Ruth B. Mackenzie, Louis re ae Denis O’ Keeffe, 
J. A. Pratt-Johnson, J. H. M. Romano, K. Saraf, C. J. Sharp, 
B. K. Singh, Carlos Suarez, R. D. Suc kling, Arthur Victor. 

D. Phys. Med.—R. W. Barter, D. A. Brewerton, Audrey Carey, 
R. P. Goulden, P. Hume Kendall, D. R. L. Newton. 

D.T.M. & H.—Nassif Amin Awad, A. R. Bergman, Gloria 2. 
Carter, Ramanlal Kalidas Desai, Margaret S. Dawe, W. J. 
Eberlie, M. A. Fawkes, > ph i Mohammed Abdul Ghent. 
Gev. Sorabji Godiwalla, C H. Gunaratne, D. D. Hilton, F. M. 
James, Dorabji Minocher * Doshi, Kantilal Khemchand Kapadia, 
J. E. H. Lahaise, A. J. Lewis, Leonard Linnell, J. G. McKenny, 
I. M. Mansoor, E. J. Monteiro, James Parkyn, Sudhir Kumar Ray, 
Sisir Kumar Roy, W. L. Sanders, Khalid Asa’d Shami, Henry 
Shore, R. C. Short, Jutta Singer, Vaiyapuri Velayudhan, T. G. A. L. 
Warrington, G. C. Willis, J. A. Wright. 


Association of British Pharmaceutical Industry 

At the annual dinner held in London on April 20, Sir 
Russell .Brain, P.R.c.P., spoke of the medical profession’s 
debt to the pharmaceutical industry—for its research, for its 
day-to-day service in providing what is needed for the treat- 
ment of patients, and “also for the guidance which we all 
receive as individuals.’’” No industry, surely, was faced with 
more complicated problems—problems inherent in the rapid 
changes taking place in medicine. ‘“‘ You may embark on 
some important project producing something vitally necessary 
at the moment, and then very quickly it may all be swept 
away by the appearance of something fresh.” And in 
medicine, added Sir Russell, ‘‘ we are very much aware of the 
importance of conditions for the pharmaceutical industry in 
which it can continue to do its good work in promoting 
research and compete in the export market with any country 
in the world.” Mr. J. F. Boucher, president of the association, 
said that, of a total annual production of about £120 million, 
no less than £33 million is exported, which is only slightly 
less than the £37 million spent by the National Health 
Service. Discussions were still going on with the Health 
Departments on the principles of establishing satisfactory 
prices for preparations placed by the Cohen Committee in 
categories 2, 3, and 4. “‘ This is a most difficult question, and 


the departments and ourselves are aware that, whatever is 

eventually agreed, great care must be taken to see that our 

export trade and research efforts are not impaired in any 
” 

way. 
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British Medical Association 
The gold medal of the association has been awarded to 
Sir Henry Newland, a past president of the Royal Australasian 
College of Surgeons. 
British Association for the Advancement of Science 
The Association’s annual meeting is to be held this year 
in Bristol from Aug. 31 to Sept. 7 under the presidency of 
Sir Robert Robinson, r.rx.s. Further particulars may be 
had from the secretary of the association, Burlington House, 


London, W.1. 


Psychosomatic Research 
The first European Conference on Psye thosomatic Research, 
held at the Maudsley Hospital on April 22-23 was attended by 


workers from Belgium, Denmark, Finland, France, the 
Netherlands, Portugal, Spain, Germany, and the United 
Kingdom. A second conference will be held next year in 
Amsterdam. 


Poliomyelitis Research Fellowship 

On April 14 the National Fund for Poliomyelitis Research 
announced the establishment of a fellowship, for two years 
in the first instance with an annual stipend of £1250, at 
Queen’s University, Belfast (Belfast News-Letter, April 15, 
1955). Dr. D. S. Dane, who is at present medical research 
officer at the Institute of Medical and Veterinary Research, 
Adelaide, will be the first holder of the fellowship. 


World Health Assembly 

United Kingdom delegates and advisers to the eighth 
World Health Assembly, which opens in Mexico City on 
May 10, will be: Sir John Charles, chief medical officer, 
Ministry of Health; Sir Eric Pridie, chief medical officer, 
Colonial Office; Mr. W. H. Boucher, Ministry of Health ; 
Mr, J. F. Hunt, Ministry of Health; Dr. M. T. Morgan, 
Ministry of Transport and Civil Aviation; Mr. A. E. Joll, 
General Register Office ; Mr. H. T. Morgan, H.M,. Embassy, 
Mexico City; Dr. A. A. Peat, director of medical services, 
Trinidad ; and Dr. J. W. P. Harkness, medical adviser to the 
development and welfare organisation, West Indies. 


British Association of Physical Medicine 

At the annual dinner held at the Royal College of Surgeons 
on April 22 Sir John Charles, chief medical officer of the 
Ministry of Health, said that we were not the first to be 
troubled by the cost of medical care: an illness of Edward I’s, 
in 1307, including materials for embalming, cost the equivalent 
of £2000 in our money. Nor were we the only people to be 
troubled: one could hardly pick up an American journal 
without seeing a reference to the subject. Nobody was in 
a better position to influence expenditure than the doctor, 
and none, Sir John thought, had a more important part 
to play than the specialist in physical medicine. Insurance 
and the making up of wages had done much to remove 
people’s anxiety ; but, good though they were, they had an 
undesirable side-effect in that often, though not always, they 
reduced the incentive to get back to work. An active and 
dynamic rehabilitation department could set the goal of 
speedy recovery. A new and growing problem was that of 
securing the recovery of those who formerly would have 
succumbed to infection: in the United States, it was esti- 
mated, 24% of all hospital beds are now occupied by patients 
over 65 years of age, and by 1970 the proportion will be 34%. 
Rehabilitation required both a medical and a social approach, 
and should be a part of all clinical practice rather than a single 
specialty. But physical medicine was responsible for the 
occupational and physical therapy which had so large a part 
in the rehabilitation of many disorders difficult to handle. 
Rehabilitation needed team-work—the modus operandi of 
modern medicine ; and it should be one of the major contri- 
butions of physical medicine to the National Health Service : 
‘** Everyman is a potential claimant for your geriatric skill.” 

Lord Horder, the president, said that physical medicine 
was an integral part of medicine dealing with far more than 
residues and replacements in industry. The association now 
had 171 members; but numbers did not mean much, and 
one sometimes learnt more by weighing people's heads than 
by counting them. He wanted the association to be respon- 
sible for criteria in physical medicine: if anyone was to give 


the Ministry or colleges guidance on what should be the 
qualifications for consultant status in physical medicine it 
should be the British Association of Physical Medicine. 

Sir William Gilliatt responded to the toast of The Guests, 
proposed by Dr. Hugh Burt. 
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THE WEEK 


Diary of the Week 


MAY 1 TO 7 
Monday, 2nd 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 P.M. Pediatrics. Dr. Bronson Crothers (Boston) : 
Cerebral Palsies on Growth and Development. 
Tuesday, 3rd 


ROYAL COLLEGE OF PHYSICIANS OF LONDON, 
5 P.M. Sir Horace Evans: 


Effect of 


Pall Mall East, S.W.1 
Certain Symptoms and Signs in Disease 
of the Kidneys. (First of two ¢ _ lectures.) 

UNIVERSITY COLLEGE, Gower Street, 
5.15 P.M. Dr. M. Grace Eggleton : 
Secretion. (Cushny lecture.) 
INSTITUTE OF CHILD HEALTH, Hospital for Sick Children, Great 
Ormond Street, W.C.1 
5 P.M. Dr. Bronson Crothers : Methods for Neurological Appraisal 
in Childhood. 
WRIGHT-FLEMING INSTITUTE OF ae ‘ROBIOLOGY, St. Mary’s Hospital 
Medical School, Paddington, 


Tabular Reabsorption and 


5 P.M. Sir Zachary Cope: Pec ullacities of the Clinical Pathology 
of Actinomyces. (Almroth Wright lecture.) 
INSTITUTE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.C.2 
5.30 p.m. Dr. F. R. Bettley: Eczema-asthma Syndrome. 
Wednesday, 4th 
ae AL SOCIETY OF MEDICINE 
5.15 p.m. History of Medicine. Dr. Peter Bishop: Dr. Addison 


and his Work. 

Surgery. Prof. F. D. Moore (Boston), Prof. G. M. Wilson, 

Mr. F. W. Holdsworth: Endocrine Response to Trauma. 

INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. J. O. Oliver: 

EUGENICS SOCIETY 


8 P.M. 


Disinfection and Sterilisation. 


5 P.M. (26, Portland Place, W.1.) Sir Cyril Burt, p.sc.: Meaning 
and Assessment of Intelligence. (Galton lecture.) 
OXFORD UNIVERSITY 
5 p.m. (Radcliffe Infirmary.) Prof. B. G. Maegraith: On the 
Importance of Having a Circulation. 
MANCHESTER MEDICAL SOCIETY 
4.15 P.M. (Medical School.) Dr. A. H. Douthwaite: Drug 


Addiction. 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 p.m. (18, Nicholson Street.) Mr. C. W. A. Falconer, Mr. A. C. 


Buchan: Management of Chronic Swelling and Ulceration 
of the Leg. 
Thursday, 5th 
Roya COLLEGE OF PHYSICIANS OF LONDON 
5 P.M. Sir Horace Evans: Disease of the Kidneys. (Second of 


two Croonian lectures.) 
meres COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
1.C.2 
5.30 p.m. Sir Clement Price Thomas : 
Disease of the Lungs. 
ROYAL SOCIETY OF MEDICINE 
8 P.M. Neurology. Group-Captain W. 
Commander H. P. Ruffell Smith, 
Role of the Nervous System in 
performance Flying. 
INSTITUTE OF NEUROLOGY, 
Ww.c.i 


Aspects of Suppurative 


K. Stewart, Wing- 
Dr. D. J. Williams : 
Adaptation to High- 
National Hospital, Queen Square, 
Dr. Bronson Crothers: Adaptation of the Patient and 
the Family in Cases with Severe Extrapyramidal Dis- 
turbance in Cerebral Palsy. 
HONYMAN GILLESPIE LECTURES 
5 pM. (U niversity New Buildings, Teviot Place, 
Mr. E. L. Farquharson: Early Ambulation 
Contribution to Surgery. 
UNIVERSITY OF ST. ANDREWS, Medical 
Dundee 
5pm. Dr. A. H. T. Robb-Smith : 
and Disease. 


Friday, 6th 
UNIVERSITY COLLEGE 
5.15 p.m. Prof. F. R. Winton: Physical Factors affecting Renal 
Function. (Cushny lecture.) 
ROYAL SocreTyY OF MEDICINE 
10.30 a.m. Otology. Prof. Fritz Zéllner (Freiburg): Principles 
of Plastic Surgery of the Sound-conducting Apparatus. 
2.30 Ps. Larragrest. Mr. Philip pL Reodies. Mr. D. F. N. Harrison, 
Mr. 8. W. G. Hargrove, Mr. . Cartledge: Oro-antral 
Fistula. 
Guy’s HospiraAL MEDICAL SCHOOL, —— Bridge, S.E.1 
5 p.m. Prof. J. Z. Young, F.R.8.: Memory Processes. 
lecture.) 
St. Mary’s Hosprral MEDICAL ScHooL, Paddington, W.2 
5 P.M. Dr. Reginald Lightwood: Care of the Premature Baby. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. R. T. Brain: Skin Diseases in Children. 
RUTHERFORD MORRISON LECTURE 
5.30 P.M. (Royal Victoria Infirmary. Newcastle upon Tyne.) 
Prof. Clarence Crafoord (Stockholm): Diagnosis and 
Surgical Treatment of Interatrial Septal Defects. 


Saturday, 7th 
INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 
W.c, 


5 P.M. 


Edinburgh.) 
and its 


School, Small’s Wynd, 


Extra Cellular Tissue in Health 


(Fison 


330, Gray’s Inn Road, 


Noon. Professor Zéliner: Diagnosis and Treatment of Tympano- 


sclerosis. 


The Queen has eine the retirement of Lieut.-General Sir 
Alexander Hood, F.R.c.P., as governor and commander-in-chief, 
Bermuda. 
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Perfect Cast-after 3 weeks’ hard wear: 
- 
mn THE BANK MANAGER Of a small Essex town, fell exceptional strength and makes it the most 
aitD 
and suffered a Colles fracture. Here is the Gypsona economical plaster of Paris bandage. 
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son. cast. This thin, light cast is made possible by the of the quality of the fine ground Gypsum and the 
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wy GRAPE Juice. ALCOHOL 
"2 PER Cent. By.VOL’ 


Moussec is a perfect natural sparkling stimulant 
for cases of mental depression, debility and 
general apathy. Produced only from specially 
selected grapes by the entirely natural process of 
double fermentation and free from fortification by 


any form of spirit it is purity and goodness itself. 
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is both adequate and economical. It ensures that 
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> See are also larger sizes at 4/4, 8/9 and 16/6. 
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CAMP Supports for use in treatment of 


EMPHYSEMA 


ABDOMINAL BINDERS 
for MEN and WOMEN, 
designed to raise and main- 
tain the diaphragm toward 
its expiratory position, 
thereby assisting to prevent 
its ‘paradoxical movements 
and to alleviate the 
difficulties of respiration. 





Inside of Belt showing position of 
pressure pad. Valve protrudes through 
to outside of Support for ease of inflating 
or deflating. Bulb pump supplied. 





Illustrated Reference Book will be sent free on request. 


asy S.H. CAMP & COMPANY LTD 


va 19 HANOVER SQUARE, LONDON, W.| 
— Telephone : MAYFAIR 8575 (4 lines) 





FWS 1155 








Two's Company... 


A non-toxic 
Antiseptic Germicide 





KEEDOSOL (FERRIS) provides a general antiseptic 
of high bactericidal potency yet possessing marked 
advantages net attributable to germicides of phenolic 
origin. It is non-poisonous, even in high concentration, 
non-injurious to living tissue, and its agreeable 
refreshing odour renders it pleasant'in use. For the 
guidance of users of this modern germicide a table of 
recommended dilutions is affixed to each container. 


Available in 4-0z.; 8-0z.; 16-0z.; and 80-o0z. bottles 
and 1-gallon tins 


KEEDOSOL 


(FERRIS) 










Samples on request 


cpg irae FERRIS & COLTD 


N°S 


Gihe Quality Cigarette 


BRISTOL 


£ 


Telephone 21381 Telegrams FERRIS BRISTOI 
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por sterling guality 
— Scottish Widows’ || a uses 


b= economical and effective 
SEDATIVE & HYPNOTIC 


oa 4 oz. bottle 4/2 
of CO. ul 75 2 . ge (also 40 oz. and 80 oz. sizes) 
coed Samples on signed request 


ROBERTS & CO. 


76, New Bond Street Ww. 
; Prescribe on E. Seat Lage, . 





THE HALL MARK OF - 2 _____—. 
STERLING QUALITY IN ‘ 
MUTUAL LIFE ASSURANCE Professional Approval .. . 


SELTO Dental Salt is a unique combination of sodium 


. chloride and sodium bicarbonate with an efficient polishing 
SCO i i ISH WIDOWS agent. It is particularly valuable in cases of soft or tender 
gums; it is entirely free from harsh abrasive material, polishes 


quickly and without scratching. Pleasant to the taste, it 
FUND rd Si 
é . *s ful freshness to the 
Head Office : mouth after use. 
9 St. ant ae, Edinburgh, 2 SELTO is stocked 
ndon ces : ; 
28, Cornhill, E.C.3 17 Waterloo Place, $.W.2 by all leading 


chemists. Profes- 
sional samples and 
literature sent on 
request. 















CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


SELTO (Eastbourne) LTD., 
HAMPDEN PARK, EASTBOURNE 





Nervous Hinesses in beth exes. nt Care Of Mental and H E IG HAM H ALL, N ° RW I c CH 


A modern house, 12 miles from Marble Arch, in attractive 

secluded grounds,” Patients treated under Certificate, ‘Tem. | PRIVATE ee Ne On ee en saa 
rary or Voluntary status. Modern forms of treatment, | % **e4tment carried out 

Paolud: psychotherapy, narco-analysis, modified insulin, available. Special Geriatric Unit now open. Fees from 6 gns. per week 

ational therapy, Pi & T 





occupat +» Oto, upwards according to requirements. 


DOUGLAS MACAULAY, M.D., D.P.M. Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


ST. ANDREW’S HOSPITAL fenta oisonoess 
Dom: Tun EARL SPENCER 


Mepicat SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary y patients who are suffering from 
eet mental disorders os who wish to prevent recurrent attacks of mental ai troubie ; 3 — 1. — patients 














both sexes are received for treatment. Careful clinical, biochemical, bacteriological, ona 3 ms. Private 
rooms J, jal nurses, male or female, in the Hospital or in one of the numerous villas in ological 7 ae the various branches 
can pro dod. 


WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special uche, Sooteh for be gy: mere My 4 various methods, including 
Turkish and 7 ——k one wy —=_~ bath, Vich eo ag oA Scotch Douche, E —* — biéres treatment, 
etc. There ee Theatre, a Dental Surgery, an Ultraviolet yo Department for 
Diathermy oa’ Hig frequency treatment. It also Contains ~ . for biochemical, bacteri - and pathologica) 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 

Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s ~ to the Hospital from the farm, gardens, and orchards of Moulton Park. Gasupetionss 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket greant. football and hockey mnt. ae tennis courts and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen ve own gardens, facilities are 
provided for. handicrafts, such as carpentry, @ ete. 

For terms and further particulars apply to the Medical Superintendent (TeLEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 
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RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 











Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 





Inclusive charges Apply SECRETARY Telephone: Ruthin 66 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., 8.5. ANNE S. MULES, M.R.C.S., L.R.C.P Telephones—TEIGNMOUTH 289 and 537 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 

















PrestDENT: THE Ricut Hon. THe EARL OF DERBY, M.C. 
Mepicat SUPERINTENDENT: W. V. WADSWORTH B.Sc., M.B., M.R.C.P., D.P.M. 





This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and centsal heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
treatment is employed in suitable cases. 

Occupational therapy is a special feature of the Hospital and thére are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible, 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


THE MEDICAL PROTECTION SOCIETY umrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : f' for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 















Vacancies 
ACADEMIC AND EDUCATIONAL ~~ Bedford Gen. Locum Reg. .. .. 38, Sheffield R.H.B. Sr. Reg 45 
SECTION 3 Sepa. Royal Sussex County. $9 = ee oe oe Hall, Sr. H. 0. 46 
Jae 20 ‘2 a q ully, m. Sr. 45 
ADMINISTRATIVE Bury & Rossendale H.M.C. Sr. H.C 0. 39] West’ Fife Hosps. B.O.M. Reg 46 
Welsh R.H.B. Sr. Admin. M.O. .. 36] Chester Royal Infy. Jr. H.M.O. 40 | Northern Ireland Tuberculosis “Auth, 
ANASTHETICS Colchester H.M.C. Sr. H.O.’s ee 40 Sr. Regs. or Regs. . 46 
Hosp. for Sick Child., W.C.1. Sr. H.0. 38 | Douglas. Noble's LO.M. H.O.  .. a DERMATOLOGY 
North ~ Met. R.H.B. Cons. & Ilford. King a Sr. H.O. ne ae Dewsbury H.M.C. Sr. H.O. 41 
P.-t._ Co oe” “ae Kirkcaldy Gen. Reg vee Kingston, Surrey. _ P.-t. Clin. Asst. 42 
South West ‘Met. BP. .H.B. Cons. :. 34 | Deeds R.H.B. Sr. Cameaiier Offoer ©. 34 Pcrtsmouth Group H.M.C. Jr.H.M.O. 44 
Blackbnen’ & Dist) HMC. Rea” |. 39 | Newcastle Gen. Jr. H.M.O. 43 | EAR, NOSE, AND THROAT 
Bury & Rossendale HMC. Jr. Newcastle R. ™ B. Sr. Casualty Hosp. for Sick Child., W.C.1. Reg. 38 
H.M.O. or Reg. ee Officer +. 35 | Royal National T.N. &E. H.O. - a 
Caernarvon & Anglesey HMC. Sst. wy New. —s Mon. Roy ‘al Gwent. ee. ao South a, ie’ HB. pes. s | 
Edinburgh Central Hosps. Jr. H.M.O. 41 Nottingham Gen. Reg. 43 | Srateecd. Royal Bye & Mer. Se. |. 
a ea Spa. Warneford Gen. 42 | Slough. Upton. Locum H. 0. ao ae Comseqansy- ‘Kent & Canterbury. 
Leeds R'H.B. P-t.cons. °. °. 34) Stockport Infy. Sr. H.O. 1. 45 H.O. 39 
Leeds RH B. Re il 5 Nae Swindon Hosp. Group. Sr. H.O 45 Maidstone. Kent County Ophthalmic 
ee eens ee -- 421 Watford. Peace Mem. Pre-reg. H.0. 46] & Aural. Sr. H.O. 43 
r y. Locum Sr. H.0. 43 Manchester R.H.B. Reg. 43 
Mansield & _ Reg. @ ise $ CHEST AND TUBERCULOSIS Oxford R.H.B. Reg. ce) aan 
| aa R.H.B Sr. Re Locum . 43 Brompton, S.W.3. P.-t. Sr. Reg. .. 36] Southampton. Royal ‘South Hants & 
Oxford R.H.B. P--+t. aoa 35 | Hammersmith, West London & St. Southampton Gen. Sr. H.( 45 
Redhill County. Re . ae” Mark’s Hosps., W.12. H.O. .. 387 | Stoke-on-Trent. cena Stats Royal 
; _ S- as cs St. Thomas's, §-E.1. Reg. ‘ .. 38] Infy. Sr. H.0. 46 
CARDIOLOGY Jar n osps. eg. s° 40 GERIATRICS 
Hosps. for Diseases of the Chest. Reg. 37 | Colchester. British Legion San. Sr. 9 | Leeds R.H.B. Reg. .. we 
Scotland. | Western R.H.B. Sr. = beet ) eae Reg. > r+] Watford. Shrodells. Sr. H.O 46 
H.M.O.’s Ry ihe ' i Ea. “44 lian KLUB. Sr.H£<o. ©. 34) York A & Tadcaster H. -_ o. -ée. 
CASUALTY liford & Bar Weg eae H.M.O. & Locum .. ae 
‘ord & Barking Group H.M.C. Jr. 
Hackney, E.9. H.O << ae H.M.O. nes a6 oe .. 42] INFECTIOUS DISEASES 
Hammersmith, W ont “London & St. Manchester R.H.B. Sr. H.M.O. .. 34] Royal Free, W.C.1. H.O. .. 1. 
5 ——* , om ¢ my Sr. H.0. .. aT ee e _ Bee... “6: ’ : MEDICINE 
ondon, E.1. Sr. H. 7 ewcastle r. b : 
St. James’, S.W.12. Locum Sr. H.0. 37 | North West Met. R-H.B. Sr. H.M.O. 34 | Elizabeth Garrett Anderson, N.W.1. 
Westminster ane 8s, 8.W.1. hes O. or — & ey don baited H.M.C. . , — 
Sr. H.O. ‘ a Reg. .. . sé cn “OS Gontinest orate) 
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Hackney, E.9. H.O... - 
Hammersmith, West London 
Mark’s Hosps., W.12. H 
King Edward Mem., W. H.O. 4" 
North West Met. R.H.B. P.-t. Cons. 

Poplar, E.14. Sr. H.O. 
Quee n Mary’ ~ (Roehampton), S.w. 15. 
.M.O 


& St. 
se Sa 


Jr. a 
St. Stephen’s, 3.W.10. "Pre -reg. H.O. 
Blackburn & Dist. H.M.C. Reg. 
Bristol United Hosps. & South- 
Western R.H.B. Reg. . 
Bury St. Edmunds. West Suffolk 
Gen. ae n ee 
Canterbury. Kent & Canterbury. 
Sr. H.O. 


Croydon Gen. Locum Reg. & Pre-reg. 
H.O. 


Darlington Dist. H.M.C. Jr. "HLM.O. 

Dorking Gen. Sr. H.O. 

Edinburgh. Astley Ainslie. Jr. 
H.M.O. ‘ as 

Hereford County. H.O. 

saoes = 5-5 Regs. 


Leeds. James’s. Sr. I 

Mane henber United Hosps. 

Penzance. West Cornwall. 

Portsmouth Group H.M.¢ 
& Pre-reg. H.O.’s 

Shrewsbury. Royal Salop Inty/ Cc op- 


1.0. _ 
Sr. H.O. 
a a 

H.0O. 


Sr. 


thorne. Pre-reg. H.¢ 

South West Met. Rit B, Cons. .. 
Windsor. King Edward VII. H.O. 
NEUROLOGY 


Hosp. for Sick Child., W.C.1. Sr. H.O. 

—— Hosps. for Nervous Diseases. 
. Reg. J 

OBSTETRICS AND GYNZCOLOGY 


Elizabeth Garrett Anderson, N.W.1. 
{.0. 


Hamme smith, “West London & St. 
ark Hosps., W.12 H.O.’s 
Royal Northern, N.7. ‘Sr. H.O. “es 
>. Stephen’s, 8.W.10. Pte- -reg. H.O. 

Thomas’s, S.E.1. H.O 
St. Thomas’s & South West Met. 
R.H.B. Sr. Reg. 
Westminster, 8.W. is "& Kingston, 
Surrey. Sr. Reg. .. oe oe 


Bath H.M.C. H. 6. 


Birmingham United Hosps. Fk 


Blackpool. Glenroyd vraneneeds Pre- 
reg. H.O. ‘ R 0 
Bury St. Edmunds. “West Suffolk 
Gen. .f ee 
Cheltenham Mate rnity. H.O. 
Chesterfield. Scarsdale. Sr. H.O 
Hastings. Buchanan. H.O. .. 
Huddersfield H.M.C. H.O. 
Leeds R.H.B. Regs. . ‘ b 
Manchester United Hosps. PAW << 
Newcastle R.H.B. Cons. oe 
North West Met. R.H.B. Reg. 


Oxford United Hosps. & R.H.B. C ons. 
Plymouth. South Devon & East 
Cornwall. H.O 


Pomsypetas. East Glamorgan. Sr. 
H.¢ ‘ 
pated. Oldchurch. H.O. 
Sidcup & Swanley H.M.C. Sr. H. 0. 
St. Albans City. Locum Reg. ‘ 
St. Helens & Dist. H.M.C. H.O. 
Taplow. Canadian Red Cross Mem. 
Reg. . = - 
Watford Maternity. Sr. H.O. 
Welsh R.H.B. Reg. ae 
OPHTHALMOLOGY 
Brighton. Sussex Eye. Sr. H.O. & 
tt ae oa . . at 
Leicester Royal Infy. Reg. .. ae 
Manchester United Hosps. Sr. H.M.O. 
Manchester United Hosps. Sr. Regs. 
Manchester United Hosps. Sr. H.O. 


Newcastle R.H.B. & Western R.H.B. 
(Scotland). Cons. 

Sheffield R.H.B. Sr. 

Southampton Eye. 


JH. M.O.. 
H.O.. 


Stoke-on he North Staffs Royal 
Infy. H.O. av 

Swansea. “Br. H.O. 

Wolverhampton Group. H.O. 

OR THOP ZDICS 

Guy’s, S.E.1. Reg. . 

Hackney, E.9. Sr. H.O. - - 

St. Bartholomew's, E.C.1. Sr. H.O. 

Bournemouth & East Dorset H.M.C. 
Reg. .. 

Braintree Black Notle 2 H.O. 

Bury St. Edmunds. West Suffolk 
Gen. Sr. H.O. ~ ‘ 

Chertsey. St. Peter’s. Sr. H.O. or Pre- 
reg. H.O. ‘ ‘ 


Durham ( ‘ounty. H.O. ne 

Grimsby Gen. Sr. H.O. or Locum... 

Ipswich. East Suffolk & Ipswich. 
H.O. a ~~ ee me 
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Isleworth. West Middlesex. Sr. H.O. 
Leeds R.H.B. Reg. .. s &°> 
Newcastle R.H.B. 
Newmarket Gen. 
Nottingham City. 
Salisbury Gen. H.¢ 
Sheffield United Hosps. 
Sidcup. Queen Mary’s. Sr. ° 
South Somerset ‘Clinical Area. 


Lee um Sr. H.O. 
P.-t. Cons... 


P.-t. 


Clin. Asst. = 4 Pe 
Stoke-on-Trent. North Staffs Royal 
Infy. Sr. 


1.0. Sa “ae - 
Yorkshire. East Riding H.M.C. H.O. 
PAZDIATRICS 


Hosp. for Sick Child., W.C.1. Sr. 
H.O.’s Me 

Paddington Green ( *hild’ 8, 7.2. Pre- 
reg. H.O. ni 

Royal Free, W.C.1. H.O. 

St. Charles’, W.10. H.O. .. a 

St. Stephen’s, 8.W.10. H.O. ee 

Bury St. Edmunds. West Suffolk 
Gen. H.O. 


Cagpesnars. ‘Kent & ( ‘ante rbury. 
H.O ‘ a 


E dgware Gen. H.O. 
Hull. Victoria Hosp. ‘for Sick Child. 
H 


Leeds United Hosps. ‘Sr. H.O. 


Sheffield United Hosps. Reg - 
Shrewsbury. Royal Salop Inty. Sr. 
H.O. or H.O. as 
Stockport. Stepping ‘Hill. Sr. H.O. 
PATHOLOGY 
K Maabeth Garrett Anderson, N.W.1. 
Sr. oO. e ee ee 
Rew. for Sic k ¢ ‘hild.. W.C.1. Sr. Reg. 
Mary's, W. >: Ie se 
Bath Clinical ng “Cons. .. - 
Birmingham United Hosps. Sr. H.O. 
Cheltenham Group H.M.C. Sr. H.O. 
Leeds R.H.B. Sr. H.O.’s a ous 
Manchester United Hosps. Sr. H.O.’s 


Manchester. Wythenshawe. 
Newcastle R.H.B. Cons. 
Newcastle R.H.B. Regs. 
Reading. Royal Berks. H.O. 
Northern Ireland a Auth. 


O.’s 


Sr. H.O. 


Sr. 
PLASTIC SURGERY 
Chepstow, Mon. Sr. H.O. 
PSYCHIATRY 

Guy’s, 8.E.1 


Re . 
North W on ‘Met. x. H.B. P. 
& Sr. H.M.O.’s 


, Cons. 


Cagpeatary. St. Augustine’s Jr. 
H.M.O. a age . és 

Crowthorne, Berks. Broadmoor Instn. 
Sr. Reg os oe oe oe 

Denbigh. North Wales Hosp. for 
Nervous & Mental Disorders. Jr. 
H.M.O. or Sr. H.O... 

Durham Univ. & Sheffield R.H.B. 
Regs . 

East “Angiian R.H.B. Sr . Reg 

ane, © Sussex. Hellingly ite ntal. 

Jr 


Isleworth. West Middlesex. Sr. H.O. 
Leeds. Meanwood Park. Jr. H.M.O. 
Leeds R.H.B. Regs. . ~~ 
Leeds R.H.B. Sr. H.M.O 

Manchester R.H.B. Sr. ir M.O. 


Oxford. Littlemore (Mental). Sr. H. Oo. 
Oxford R.H.B. Sr. H.M.O. .. 
Radcliffe-on-Trent. Saxondale. Reg. 
Retford, Notts. Rampton. Reg. ae 
Scotland. Western R.H.B. Cons. .. 
Scotland. Western R.H.B. Sr. Reg. 
Sheffield R.H.B. Sr. Reg. .. 
Sheffield R.H.B. Sr. H.M.O. 
South East Met. R.H.B. Cons. 
Welsh R.H.B. Sr. H.M.O. .. “< 
Wickford, Essex. Runwell. Sr. H.O. 
York. The Retreat. Locum Sr. Reg. 
so East Riding H.M.C. Jr. 
I ie a8 
Northern Ireland Ho sps. Auth. Cons. 


U.S.A. Univ. of Texas Med. 
Hosps. Residencies 


RADIOL OGY 
Guy’s, S.E.1. Reg. . 
Hosp. an k Child., 


Sr. H.N 
Ashford, Middx. Sr. Reg 
Birmingham. Selly Oak. 
Leeds R Sr. H.M.O 
Manchester R.H.B. Cons. 
Manchester R.H.B. Sr. Reg. 
South West Met. R.H.B. 
South West Met. ey 7 B. 

Cons. or Sr. H.N 
Wigan & Leigh H. iM. C. 
RADIOTHERAPY 
London, E.l. Reg. & Sr. H.O. 
Nottingham Gen. Sr. H.O. or Reg. 
Sheffield R.H.B. Temp. Sr. Reg. .. 


Branch 


W.C.L. Pit. 
- Reg. 


sr. H.M.O. 
P.-t. Locum 


Locum Cons. 
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40 
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SURGERY 
Battersea Gen., S.W.11. H.O. . 
Dreadnought Seamen’s, 8.E.10. Pre- 


reg. H.O. 
bulzabeth Garrett Anderson, N.W.1. 
Fulham, W.6. Ree 
German, E.8. H.O - ad 
Gordon, S.W.1. Reg — il a 
Guy’s and South Kast Met. R.H.B. 
Sr. Regs , od es 
Hesp. for Sic k C ‘hild., W.C.1. Sr. H.0. 
eae: 2s as 


London Jewish, E.1 
Middlesex, W.1. 0. ee 
Paddington Green Child’s, W.2. 


Pre- 
reg. H.O gal 


Royal Northe rm, N.7. H.O. 
St. Stephen’s, 8S.W.10. Reg 
Willesden Gen., N.W.10. H. re 


Bath. Royal U nited. H.O. 
Birmingham Accident. Reg., “Sr. H.0. 


& . . “* 
Blackpool. Victoria. Pre-reg. “A. Gu. 
Bolton Dist. Gen. 0. 
Bournemouth. Royal Vic toria. H.O. 
a Royal Sussex County. 
H.¢ # 
Bristol C linical Area. Reg. 


Bristol. Southmead Gen. Hosp. Group. 
Sr. H.O ; 

Bury 8t. “FKdmunds. “West Suffolk 
Gen. H.O.’s r os ? 

Caerphilly Dist. Miners’. Sr. H.O. 


( — poury. Kent & Canterbury. 
H.¢ 


Castle ford Normanton & Dist. 
H.¢ . 

( oeaue. “St. Peter’s. Reg. . 
Chichester. Royal West Susse x. H. O. 
Colchester. Essex County. H.O . 
Colchester H.M.C. Sr. H.O.’s 


Sr. 


East Anglian R. ‘HB. 
Edgware Gen. A P 
Epping. argaret’ B 
Epsom Dist. Pre-reg. H.O. 
Exeter. Royal Devon & Buster. =A Oo. 
Farnborough, Kent. .O. 


P. H.O. 


Herefordshire Group. Reg. 

em ou County. H.O 

Ipswich. East Suffolk & Tpewich. 
Reg. & H. O. . 

Lee os R. H.B. Regs. 

Leeds. Seacroft. Sr. H.< 

Manchester. West Manc A, H.M.C. 
ae 

Manchester. W ythe nshawe. ‘Sr. H.O. 


Newport, Mon. St. Woolos. 

Nottingham Gen. Sr. H.O. 

Otley. General. Sr. H.O. 

Oxford United Hosps. H.O. 

Plymouth. South De : on 
Cornwall. Pre-reg. H.( 

Pestemouth — H. ML ts 
H.¢ 


Sr. H.O. 


“& East 
; Pre-reg. 


Re init ( Younty. Pre- -reg. H.O. 
Redhill. East Surrey 


Rochford, Essex. Gen. Pre-reg B.0. 


Romford. Victoria. H.O. 

Scotland. South-Eastern R. H. B. Sr. 
Reg. . 

Scotland. Western R. H. B. ” Reg. 

Slough. Upton. Pre-reg. H.O. 

sy aoe Royal South Hants. 
H.¢ = 

soutinest Gin. ‘Infy. ‘H.O. 

Stockport Infy. Sr. H.O. a me 

Wakefield. Clayton. Pre-reg. H.O.’s 


Watford Peace Mem. Pre-reg. H.O. 
Welsh R.H.B. Reg. 
Wine ne ster. Royal 


H.¢ . 
Windees. King Edward Vil. 


THORACIC SURGERY 
North Middlesex, N.18. 


Se ants Count y. 


H.O. 


Locum Reg. 


Leicester Isolation Hosp. & Chest 
Unit. Sr. H.O. as é« vs 

Nottingham City. Locum Sr. H.O... 

VENEREOLOGY 

London, E.1. Sr. H.O. 

GENERAL 

U.S.A pws. Rotating Intern- 
ships “. te ee 7 

U.S.A. Jewish Hosp. of Brooklyn. 
Re _— ncies .. os 

U.S.A. Union  Hosp., Fall River. 
Inte rns. en 


PUBLIC APPOINTMENTS 
GENERAL PRACTICE 
NON-MEDICAL 
MISCELLANEOUS 


> > ee _e 
We de OO OO SO OO bono bo 
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Academic and Educational 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 





The next EXAMIN ATION for the MEMBERSHIP will commence 
on MONDAY, 27TH JUNE, 1955. 

Y menor Hh candidates are asked to note that entries accom- 
panied by the certificates, testimonials and the examination fee 
of 15 guineas as required by the by-laws, must reach the College 
not later than first post on Tuesday, 3lst May, 1955. Candidates 
must have been qualified for 18 months. 

Candidates who propose to submit published work under the 
regulations are required to give 28 days notice, and should apply 
in writing to the Registrar, without delay, for detailed instruc- 
tions as to the procedure they should follow. Completed entries 
for published work must also reach the College not later than 
first post on Tuesday, 3lst May, 1955. 

HAROLD BOLDERO, D.M., Registrar. 

12, Pall Mall East, London, 8.W.1. 

UNIVERSITY OF LONDON 


A LECTURE entitled “* A Proposed Quantitative Treatment of 
Aromatic Substitution ” will be given by Prof. H. C. BROWN 
(Purdue University) at 5.30 P.M. on 10TH MAY at University 
College (Anatomy Theatre), Gower-street, W.C.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar 
UNIVERSITY OF LONDON 


A COURSE of 2 LECTURES on “ Endoc Htinolegy and Metabolism 
in Surgical Care ”’ will be given by Prof. F. Moore (Harvard ) 
at 5 P.M. op 9TH and 11TH MAY at St. Mary’ s Hospital Medical 
we hool (Wright-Fleming Institute Lecture Theatre), Paddington, 


y > free, without ticket. 
JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF SHEFFIELD 


COURSES OF INSTRUCTION for the DIPLOMAS IN MEDICAL ° 


DIAGNOSTIC RADIOLOGY (D.M.R.D.) and THERAP EUTIC RADIOLOGY 
(D.M.R.T.) will commence in OCTOBER, 1955. 
The Courses will cover a period of 2 years of whole-time study, 
and the fee for each course is 50 guineas. 
Applications to attend should be sent to the Dean of the 
Faculty of Medicine, The University, Sheffield, 10. 
UNIVERSITY OF GLASGOW 


SESSION 1955-56 
DIPLOMA IN PUBLIC HEALTH 

A COURSE OF INSTRUCTION covering 3 Academic Terms will 
commence in OCTOBER, 1955. 

The fee for the full course is £36 4s. 6d. 

Application forms may be obtained from the Dean of the 
Faculty of Medicine, The University, Glasgow, and should be 
lodged between 15th and 3lst May, 1955. 

UNIVERSITY COLLEGE LONDON 


FREE PUBLIC LECTURES, SUMMER TERM, 1955 

THURSDAYS and MONDAY, 12TH, 16TH, 19TH MAY, at 4.45 P.M. 
Prof. Emr L. Smiru, “‘ Mode of Action of Proteolytic Enzymes.”’ 

FRIDAY, 10TH JUNE, at 5.30 P.m., Prof. O. KRaYER, “ New 
Aspects of the Pharmacology of Veratrum Alkaloids: The 
Antiaccelerator Cardia Action of the Secondary Amines.’”’ 

Complete list of public lectures from Publications Officer, 
University College London. Gower-street, W.C.1 (stamped 
envelope required ). 

THE ROVAL SOCIETY 


SCIENTIFIC PUBLICATIONS GRANTS 

Applications for grants from the first allotment of the Govern- 
ment Grant for Scientific Publications for the year 1955 should 
be made as soon as possible. No application can be considered 
which is received later than 15TH JUNE, 1955. This grant is 
provided for the assistance of scientific publications in the 
United Kingdom, particularly but not exclusively those of 
scientific societies and institutions of a national character. 
A small part of the grant is available for the assistance of the 
libraries of scientific societies. Applications are receivable 
only from societies and institutions in the United Kingdom and 
individuals of British nationality. 

Applications will be considered at the same time for grants 
from funds made available by the Wellcome Trust for the 
support of publications dealing with research in the field of 
medical and allied sciences. 

Forms of application may be obtained from the Assistant 
Secretary, The Royal Society, Burlington House, London. W.1. 
INSTITUTE OF ACCIDENT SURGERY 
(In conjunction with the Board of Graduate Studies, The 
Medical School, U niversity of Birmingham ) 

1-day COURSE IN TRAUMATIC SURGERY for Industrial Medical 
Officers and Industrial Nurses will be held at the Birmingham 
Accident Hospital on SATURDAY, 11TH JUNE, 1955. 

PROGRAMME 

2.00 p.M...Organisation for the Preven-..Mr. WILLIAM GISSANE 
tion and First Aid Treat- 
ment of Accidents 

3.00 p.M...Early Treatment of Shock..Mr. Ruscor CLARKE 
and Hemorrhage 

4.30 P.M...Prevention of Infection in..Mr. P. 8. LONDON 
Open Wounds 

5.15 P.M...Modern Treatment of Frac-..Mr. F. G. BADGER 
tures 

The fee for the Course (including tea) is 1 guinea, payable to 
the Institute of Accident Surgery. 

Applications should be sent to the Secretary, Institute of 
Accident Surgery, Birmingham Accident Hospital, Bath-row, 
Birmingham, 15, from whom further particulars may be obtained. 





THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
(UNIVERSITY OF LONDON) 
330/332, Gray’s Inn-road, London, W.C.1 


COMPLETE CLINICAL COURSE (whole-time) especially suitable 
for D.L.O. Part II students ; 20TH JUNE-25TH NOVEMBER, 
1955. Fee £31 10s. 

PRACTICAL REVISION COURSE for Part II D.L.O. students 
(whole-time): IsT-14TH JUNE and 14TH-26TH NOVEMBER, 
1955. Fee £5 5s. 

INTENSIVE CLINICAL COURSE (whole-time) 20TH JUNE-— 
30TH JULY, 1955. This course covers the whole field of the 
specialty and is intended to form a theoretical basis in preparation 
for practical clinical training. Fee £12 12s. 

BASIC SCIENCES CLASS (whole-time) for Part T D.L.O. students 
with facilities for dissection ; 29TH AUGUST—-25TH NOVEMBER, 
1955. Fee £21. 

ADVANCED REVISION COURSE for Final F.R.C.S. students ; 
8TH AUGUST-22ND OCTOBER, 1955. Arranged as part-time 
course (mostly evenings) to meet circumstances of students 
holding appointments. Fee £21. 

Detailed syllabus obtainable from the Dean. 

THE WRIGHT-FLEMING INSTITUTE OF 
MICROBIOLOGY 
8ST. MARY’S HOSPITAL MEDICAL SCHOOL, London, W.2 


A Course of 6 ALMROTH WRIGHT LECTURES has been arranged 
for the SUMMER SESSION, 1955. These Lectures will be given on 
the following dates in the Lecture Theatre of this Institute at 
5 P.M. 

Tuesday, 3rd May 
Sir ZACHARY COPE, M.D.,..“‘ Some Peculiarities of the 
M.S., F.R.C.S. Clinical Pathology of Actino- 
myces.”’ 
Tuesday, 10th May 
Dr. Db. A. LonG (National. .‘* The Response of the Host to 
Institute for Medical Re-.. Bacterial Infection.” 
search ) 
Tuesday, 17th May 
Dr. A. T. R. Matrick..“ The Lac tobac illi and some 
(National Institute of Streptococci. 
Research in Dairying) 
Tuesday, 24th May 


Prof. LORD STAMP, M.A.,..‘ The Action of Bacterial En- 
M.B. (British Postgradu- zymes on Immunising Anti- 
ate Medical School) gens.”’ 


Tuesday, 3ist May 
Prof. A. C. FRAZER, M.D.,..‘* Studies on Intestinal Function 
D.SC., F.R.C.P. (University in Man.’ 
of Birmingham ) 
Tuesday, 7th June 
Prof. B. Epurvussi, M.D...“ Intrinsic Factors Controlling 
(University of Paris) the Synthesis of Cytochromes 
in Yeast.” 

These Lectures are open to all members of the Medical 
Profession and to all Students in Medical Schools without fee. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON). INSTITUTE OF ORTHOPAEDICS, ROYAL 
NATIONAL ORTHOPAEDIC HOSPITAL, 234, Great Portland-street, 
London, W.1. Applications are invited for the post of ASSIST- 
ANT IN MORBID ANATOMY. The post will provide experience 
of routine orthopedic pathology and opportunity for research. 
Interest in experimental work an advantage. Salary £1000— 
£100-—£1300, according to experience. Tenable in the first 
instance for 1 year. and renewable. 

Applications, with the names of 2 referees, should be sent, by 
3rd June, 1955, to the Dean, from whom further particulars may 
be obtained. a 
Q@uUY’S HOSPITAL MEDICAL SCHOOL. Applications 
are invited for a Full-time RESEARCH FELLOWSHIP in the 
Thoracic Surgical Unit for research on cardiovascular problems. 
It is desirable that applicants should possess a higher qualifica- 
tion in surgery. Salary within the range £850-£1100 p.a. 
according to experience of the person appointed. 

Applications, with the names of 3 referees, should be sent to 
the De an, Guy’s Hospital Medical School, London Bridge, 8.E.1. 


THE INSTITUTE OF LARYNGOLOGY AND oTOLOGY 
(ee OF LONDON), 330/332, Gray’s Inn-road, Lond 
W.C.1. Applications are invited for a post as RESEARC Ht 
ASSISTANT on the staff of the Professorial Unit. Senior 
Lecturer status. ri — should have a higher surgical quali- 
fication, and should be able to produce evidence of some original 
work and have had considerable experience in otorhinolaryn- 
gology up to Senior Registrar grading. The successful applicant 
will be required to work under the general direction of the 
Professor of Laryngology and Otology on research projects 
already commenced or proposed but facilities will be given for 
him to undertake suitable new investigations. The appointment 
will be for an initial period of 1 year, subject to annual re-election 
thereafter. Salary within the range £1500-—€1800 with super- 
annuation provision. Whole-time officer preferred but a candi- 
date otherwise suitable applying on a part-time basis would be 
considered. 

Applications in triplicate, with the names of 2 referees, should 
be sent to the Secretary not later than 14th May, 1955. 


WELSH NATIONAL SCHOOL OF MEDICINE AND 
CITY OF CARDIFF PUBLIC HEALTH DEPARTMENT. Applications 
are invited for a Full-time MEDICAL OFFICER (joint appoint- 
ment) whose duties will be divided between the City of Cardiff 
Health Department and the Department of Child Health in 
The Welsh National School of Medicine. Salary will be within 
the range £950-£1300 and the appointment in the first instance 
will be for 1 year (renewable). 

Application forms and further particulars may be obtained 
from the Secretary, The Welsh National School of Medicine, 
34, Newport-road, Cardiff, by whom applications should be 
received within 3 weeks of the appearance of this advertisement. 
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ST. MARY'S HOSPITAL, London, W.2. Applications are 
invited for 2 POSTGRADUATE TRAINEESHIPS from 
persons niente to take the D.M.R.D. Course in London, 
October, 1955— The possession of a higher qualification would 
be advantageous. The successful candidates will be required to 
take up their duties Ist October, 1955. The appointments will 
be for 1 year, renewable for a second year, and will be remun- 
erated at Senior House Officer rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcu, House Governor, not later than 10th May, 1955. 
THE HOSPITAL FOR SICK CHILDREN, Great a. 


street, London, W.C.1. DEPARTMENT OF MORRBID ANATOMY. 
vacancy exists for a RESEARCH FELLOW IN HISTO. 
CHEMISTRY. The post will in the first instance be tenable 


for 1 year. Salary £750-£1000 p.a. (plus superannuation ) 
according to age, qualifications and experience. 

Forms of application, which must be returned by 15th June, 
1955, and further particulars are obtainable from the under- 
signed. H. F. Rutnerrorp, House Governor and Secretary. 
UNIVERSITY OF LONDON KING’S COLLEGE will 
require on Ist October, 1955, a LECTURER IN PHYSIOLOGY. 
The appointment will be on the Junior Lecturer scale of £700-— 
£50—£900, with family allowances and F.S.S.U. benefits. 

Particulars and application forms should be obtained from the 

Registrar, King’s College, Strand, W.C.2, whom completed 
applications should reach by 16th May. 
THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for a post of LECTURER IN SURGERY to begin 
duties as soon as possible. Salary £800-—£100—€1700, with 
F.S.8.U. provision and family allowance. Initial salary according 
to qualifications and experience. 

Further particulars should be obtained from the Registrar, to 


whom applications (4 copies) should be sent by Ist June, 1955. 
UNIVERSITY OF MALAYA, Singapore. Applications 
are invited for (1) LECTURESHIPS or (2) ASSISTANT 


LECTURESHIPS IN ANATOMY. Salary scales for medically 
qualified candidates: (1) £1295—-€49-£€1442/£1540-—€56-£1988 
p.a.; (2) £1148-€49-£1246 p.a. For non-medically qualified : 
(1) £1148-—£49-£€1442/£1540-£56-—-£1820 p.a.; (2) £1001-£49-— 
£1099 p.a. Point of entry determined by qualific ‘ations and 
experience. Allowances : expatriation in range £280—€308 p.a., 
cost-of-living in range £210-£560 p.a. All paid in Malayan 
currency. Free passages for appointee, wife, and children under 
12 years. Part-furnished quarters at reasonable rent. Provident 
Fund Scheme. 

Applications (6 copies), naming 3 referees, and detailing 
qualifications and experience, to be received by 3ist May by 
Secretary, Inter-University Council for Higher Education 
Overseas, 1, Gordon-square, London, W.C.1, from whom further 
particulars may be obtained. 


Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) ASSISTANT CHEST PHYSICIAN (whole-time), Senior 
Hospital Medical Officer grade, Ashford Chest Clinic, Ashford 
Hospital, Middlesex. Associated with the clinic are 30 Beds in 
Ashford Hospital. Candidates should have good general medical 
experience and special experience in treatment of tuberculosis 
and diseases of the chest. 

Applications by 3lst May, 1955. 

(2) CONSULTANT ANS swindled 
Hornsey Central Hospital, ery road, 

Applications by Ist June, 195: 

(3) CONSULTANT AN-ESTHETIST (whole-time), Hitchin 
hospitals. Duties mainly at Lister Hospital (350 Beds) and 
North Herts and South Beds Hospital (116 Beds). 

Applications by 3rd June, 1955. 

(4) CONSULTANT PSYCHOTHERAPIST (part-time, 5 
half-days a week), Marlborough Day Hospital, 38, Marlborough- 
place, N.W.8, recently established in new premises for all forms 
of outpatient psychiatric treatment including group methods. 

Applications by 6th June, 1955. 

(5) CONSULTANT HOMCOPATHIC PHYSICIAN (2 half- 
days a week), Royal London Homeopathic Hospital (183 Beds). 

Applications by 8th June, 1955. 

(6) ASSISTANT PSYCHIATRIST (whole-time), Senior 
peaptte’ Medical Officer grade, Friern Hospital, New Southgate, 

N.11 (2470 Beds). 

Applications by 10th June, 1955. 

(7) ASSISTANT PSYCHIATRIST (whole-time), Senior 
Hospital Medical Officer grade, St. Bernard’s Hospital, Southall, 
Middlesex (2421 Beds). 

Applications by 10th June, 

Hospitals and Clinic may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 

Secretary, North West Metropolitan Regional Hospital, 11a, 
Portland-place, W.1. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT AN: 
THETIST for the Wandsworth Group of hospitals. Duties 
mainly at St. James’ Hospital, Balham, 8.W.12 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (3.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 28th May, 1955. Applicants may visit hospitals 
by local arrangement. 

ST. JAMES’ HOSPITAL, Baiham, 8.W.12. (550 Beds.) 
Locum Whole-time CONSULTANT ANESTHETIST required 
immediately at above Hospital. 

Applications, giving full details and names of 2 referees, to 
reach the Group Secretary, Wandsworth Hospital Group, 








a half-day a week), 


1955. 





at the Hospital by 9th May. 
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THE HOSPITAL FOR SICK CHILDREN, Great ee ng 9 
street, London, W.C.1. There will be a vacancy in July, 195 
for a Senior Hospital Medical Officer as ASSISTANT R a DIOLS: 
GIST. He will be required to attend 5 sessions per week. Appli- 
cants must hold the Diploma in Medical Radiology. 

Further particulars and form of application, which must be 
returned not later than 3lst May, 1955, are obtainable from the 
undersigned. 

H. F. RutTHerrorp, House Governor and Secretary. 


BATH CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. Applications are invited for the appointment 
of a CONSULTANT PATHOLOGIST to the Bath Clinical 
Area which comprises Bath, North-East Somerset, Mid and 
West Wilts. The appointment may be held either on a w hole- 
time or maximal (9 sessions) part-time basis. Preference will 
be given to candidates with special experience in morbid 
anatomy. The successful candidate will work mainly in the 
Area Central Laboratory at the Manor Hospital, Bath, and will 
be required to reside in Bath or the immediate vicinity. He 
will also be liable to visit other hospitals in the Clinic “al Area. 
In matters of policy and principle, he will act under the general 
direction of the Area Pathologist at Bath who is responsible for 
the coérdination of the Laboratory Services in the Area. 

Applications (12 copies), stating date of birth, qualifications, 
and experience, together with 12 copies of 2 testimonials and 
the names and addresses of 2 referees, should be sent to the 
Secretary of ne Regional Hospital Board, 27, Tyndalis Park- 
road, Bristol, , not later than 14th May, 1955. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT CHEST PHYSICIAN (whole-time), Cambridge 
Area Chest Clinic. Higher qualification and wide experience in 
chest diseases and tuberculosis essential. Salary scale £1500- 
£1950. 

Applic ations (8 copies), stating age, experience and names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 9th May, 1955. Candidates invited to visit Clinic 
by direct arrangement with Consultant Chest Physician, Chest 
Clinic, Castle Hill, Cambridge. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT SURGEON (part-time—8 notional half-days 
weekly), Peterborough Hospital Group. Main hospital Peter- 
borough Memorial. 

Applications (8 copies), stating age, experience, and names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 16th May, 1955. Candidates ‘invited to visit hospitals 
by direct arrangement with Hospital Management Committee 
Secretary, Memorial Hospital, Poterborone®- 


LEEDS REGIONAL HOSPITAL BOA 

Whole-time SENIOR CASUALTY OF rie ‘ER for duties at 
the Hull Royal Infirmary. The person appointed will be required 
to undertake the routine duties of the department under the 
general supervision of the Consultant Orthopedic Surgeon-in- 
charge, and will be required to reside in Hull. Salary will be 
within the range of £1500-€£1950 p.a. and the tenure of the 
appointment will be for a period not exceeding 4 years. The 
appointment will be superannuable and subject to terms and 
conditions of service as laid down by the Board which will be 
similar but not necessarily identical to the terms and conditions 
of service of hospital medical and dental staffs. 

Part-time CONSULTANT ANAESTHETIST (8 sessions per 
week) for duties at hospitals in the Huddersfield area. The 
person appointed to reside in Huddersfield. 

Whole-time ASSISTANT RADIOLOGIST (Senior Hospital 
Medical Officer scale) for duties at hospitals in the Leeds A 
and B Groups. Applicants should have had wide experience in 
diagnostic radiology, and the possession of the D.M.R. is essential. 
The person appointed will work under the general guidance of 
the Consultant in charge of the Department, and will be required 
to reside in or near Leeds. 

Whole-time ASSISTANT PSYCHIATRISTS (Senior Hospital 
Medical Officer scale) for duties at the following mental hospitals 
ea with outpatient clinical duties as associated general 

os — 
enston Hospital, near Leeds (2500 Beds). 

Stanley Royd Hospital, Wakefield (2000 Beds). 

Storthes Hall Hospital, Kirkburton, near Huddersfield (2680 
Beds). 

Further details with regard to the duties, accommodation 
available, &c.. for the above appointments may be obtained from 
the Secretary to the Board. 

Applications (12 copies), stating age, qualifications, and details 
of appointments held showing dates, with names and addresses 
of May. 1985. to the Secretary, Park-parade, Harrogate, by 
2ist May, 1955 


MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time or maximum Part-time Additional CON- 
SULTANT RADIOLOGIST to the Bury and Rossendale and 
Rochdale and District Hospital Centres, to live in Rochdale 
area and concentrate mainly on the Rochdale Group of hospitals 
and ¢ 7 ox ide experience and higher qualifications essential. 
16th May, 1955. 

(b) W Rote: time RESIDENT ASSISTANT PSYCHIATRIST 
(Senior Hospital Medical Officer) at Whittingham Hospital, near 
Preston, Lancs. ; and associated outpatient clinics in general 
hospitals. Whittingham is an active, progressive hospital with 
E.E.G. Department. All modern forms of therapy and rehabili- 
tation schemes. Modern house available. 10th May, 1955. 

(c) Whole-time MEDICAL DIRECTOR (Senior Hospital 
Medical Officer) of 2 Mass Miniature Radiography Units, based 
on Ladywell Hospital, Salford, and Sparthfield Clinic, Rochdale. 
Previous experience of M.M.R. desirable. Appointee to be 
prepared to participate in multi- unit surveys in other parts of 
the Region. 16th May, 1955. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by the dates stated. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of Full-time SENIOR HOSPITAL MEDICAL 
OFFICER (non-resident). Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications, giving details of past experience and qualifica- 
tions, together with the names of 3 referees, to be addressed 
to the undersigned as early as possible. (Special application 
forms can be obtained on request.) 

F. J. CABLE, Secretary. United Manchester Hospitals. 


NEWCASTLE REGIONAL HOSPITAL BOARD AND 
WESTERN REGIONAL HOSPITAL BOARD (SCOTLAND). ASSISTANT 
OPHTHALMIC SURGEON (Consultant, whole-time or maxi- 
mum part-time, and 1 of a team of 3 Consultants) required for 
the Special Area of Cumberland and North Westmorland 
(population 304,000) and Dumfries and Galloway Board of 
Management (130,000). To reside in or near Carlisle. Surgeon 
will hold separate contracts with the 2 Boards and must spend 
1 or 2 sessions per week at Dumfries and Galloway Royal 
Infirmary. Further particulars may be obtained from the 
Senior Consultant Ophthalmic Surgeon, Cumberland Infirmary, 
Carlisle. 

Applications, with 
Senior Administrative 
Carlisle, within 28 days. nm 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

Newcastie Tuberculosis Administrative Area (East 
and/or West Clinic) (Population : approximately 
366,000) (58 tuberculosis beds Newcastle General 
Hospital; 105 tuberculosis beds Walker Gate Hospital) 

ASSISTANT CHEST PHYSICIAN (Senior Hospital Medical 
Officer), whole-time, required in above area. Experience in 
tuberculosis desirable, but not essential if candidate has had good 
Registrar and/or Senior Registrar experience in general medicine 
and the appropriate higher qualifications. Appointee’s time 
will be divided between East and/or West Clinic and local health 
authority. 

South West Durham Hospital 
mittee and Durham Hospital Management 
Committee (Main Hospitals : Bishop Auckland 
General—365 Beds (40 obstetric and 24 gynecological); 
Dryburn Hospital, Durham—42 obstetric and 32 
gynecological beds) 

CONSULTANT OBSTETRICIAN AND GYNACOLOGIST, 
whole-time, or part-time for a minimum of 9 notional half- 
days per week. To reside in Bishop Auckland. 

Sunderland Area Hospital Management Committee 
(Main hospitals : Royal Infirmary—300 Beds ; General 

517 Beds ; Ryhope General—280 Beds) 

CONSULTANT ANASSTHETIST, whole-time, or part-time 
for minimum of 9 notional half-days per week. 

Wansbeck Hospital Management Committee 
tion served 147,000) 

CONSULTANT PATHOLOGIST, whole-time, or part-time 
for minimum of 9 notional half-days per week. Appointee will 
be required to give cover, as far as possible in Alnwick and 
Berwick hospital groups, and to 3 mental hospitals situated in 
the Morpeth area ; and to be associated with the Consultant 
Pathologist in S.E. Northumberland Group for holidays, &c. 
To reside in Wansbeck Hospital Management Committee area. 
This is an entirely new appointment. 

Hartlepools Hospital Management Committee 

Locum ANASSTHETIST (whole-time) salary 31} guineas or 
45 guineas per week, according to experience. Appointment for 
approximately 3 months. 

Hartlepools Hospital Management Committee 
Hospitals : General—461 Beds ; Hartlepool- 
Cameron—88 Beds) (Population : 130,891) 

SENIOR CASUALTY OFFICER (whole-time) within salary 
range of £1500—-£50-—£1950 or £1400-€50-€1950 according to 
age. Duration not exceeding 4 years. The appointee will be 
required, subject to the supervision of the Senior General Surgeon 
and Senior Orthopedic Surgeon, to organise the casualty work 


addresses of 3 referees, to 
Officer, 72, Warwick-road, 


names and 
Medical 


Management Com- 


(Popula- 


(Main 
122 Beds ; 


throughout the Hospital Group, the main centre being at 
Hartlepools Hospital. 
Applications, with names and addresses of 3 referees, to 


Senior Adniinistrative Medical Officer, “‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 28 days. 


OXFORD. UNITED OXFORD HOSPITALS. Oxford 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners for the post of CONSULTANT 
in Obstetrics and Gynecology whole-time or maximum part- 
time at the option of the successful candidate who will be First 
Assistant in the Area Department of Obstetrics and Gynecology 
in the United Oxford Hospitals. He will be responsible for 
obstetrics and gynecology in the hospitals of Banbury and 
District Hospital Management Committee. Candidates must 
hold the M.R.C.0.G. and should have a higher surgical 
qualification. 

Applications (10 copies), to be submitted by 27th May, 1955, 
to the Secretary, Oxford Regional Hospital Board, 43, Banbury- 
road, Oxford, from whom further details may be obtained. 


OXFORD REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of Whole-time ASSISTANT 
PSYCHIATRIST (Senior Hospital Medical Officer) to the 
Pewsey Hospital (for mental defectives), Pewsey, Wilts, and 
its ancilliary premises, with psychiatric outpatient work in the 
Swindon area. Experience of work in a mental-deficiency 
institution is essential and possession of a D.P.M. desirable. 
Married accommodation is available. The Hospital may be 
visited by arrangement with the Secretary of the Hospital, 
from whom further details may be obtained. 

Applications (10 copies), stating age, experience, qualifica- 
tions, and_naimes of 3 referees, to reach the Secretary, Oxford 
Regional Hospital Board, 43, Banbury-road, Oxford by 13th 
May, 1955. 





OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the maximum part-time post of CONSULTANT 
in Ansesthetics to the hospitals of the Reading Hospital Manage- 
ment Committee. Applicants must hold the F.F.A.R.C.S. and 
have had wide experience in anssthetics. The successful candi- 
date will be required to live in the Reading area. Applicants 
may visit the hospitals by arrangement with the Hospital 
Management Committee Secretary. ; 

Applications (9 copies), stating age, qualifications, experience, 
and the names of 3 referees, must reach the Secretary of the 
Board (from whom further details may be obtained), 43, Ban- 
bury-road, Oxford, by 20th May, 1955. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments: 

Whole-time CONSULTANT PSYCHIATRIST AND PHYSI- 
CIAN-SUPERINTENDENT, Woodilee Mental Hospital, Lenzie, 
near Glasgow. A residence is available. The successful applicant 
will require to enter upon the duties of the post on Ist November, 
1955. 

Whole-time CONSULTANT in Forensic Psychiatry for duties 
at the Borstal Institution. Polmont, and elsewhere within the 
Region as may be required. 

These appointments are subject to the Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, 
West Regent*street, Glasgow, not later than 30 days after the 
publication of this advertisement. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

Whole-time ASSISTANT CARDIOLOGIST based at Stobhill 
Hospital, Glasgow. Salary (at age 32 and over) on the scale 
£1500-£50-£1950. 

Whole-time ASSISTANT 
Victoria Infirmary, Glasgow. 


National 


CARDIOLOGIST based at the 
Salary (at age 32 and over) 


“on the scale £1500-£50-—£1950. 


These appointments are subject to the National Health Service 
(Scotland ) superannuation regulations. 

Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, not later than 30 days after 
the publication of this advertisement. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whele- 
time ASSISTANT OPHTHALMOLOGIST for the Rotherham, 
Mexborough and Worksop areas for both hospital and school 
clinic duties. Salary scale £1500—£50-—£1950. 

Application form and further details from Senior Administra- 

tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by @lst May, 
1955. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for the 
Saxondale Hospital, Redcliffe-on-Trent. A house is available 
for the successful candidate. Salary scale £1500-£50-£1950. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Forms to be returned by 28th May, 
1955. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the post of Part-time CONSULTANT 
ASSISTANT ORTHOPADIC SURGEON with maximum 
part-time sessions. I)uties primarily at the Royal Hospital but 
some sessions at the Edgar Allen Physical Treatment Centre. 

Applications (20 copies), stating age, qualifications and 
experience, with the names of 3 referees, should be sent not later 
than 3lst May, 1955, to the Chief Administrative Officer, The 
United Sheffield Hospitals, Central Office, West-street, Sheffield, 1, 
from whom further particulars may be obtained. The Hospital 
and the Centre may be visited by arrangement. ete 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications are invited for the post of Part-time CONSULTANT 
ASSISTANT ORTHOPAZDIC SURGEON with maximum 
part-time sessions. Duties primarily at the Royal Infirmary but 
some sessions at the Children’s Hospital. 

Applications (20 copies), stating age, qualifications, and 
experience, with the names of 3 referees, should be sent not later 
than 3ist May, 1955, to the Chief Administrative Officer, The 
United Sheffield Hospitals, Central Office, West-street, Sheffield, 1, 
from whom further particulars may be obtained. The hospitals 
may be visited by arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires CONSULTANT PHYSICIAN (whole- 
time or 9 half-days per week) in the Epsom Group. Duties at 
Epsom District Hospital and Annexes, including Cuddington 
Hospital (Convalescent and Isolation) and at neighbouring 
Mental Hospitals. Candidates must possess higher medical 
qualifications. 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (8.1), South 
West Metropolitan Regional Hospital Board, 114, Portland- 
place, W.1, by 28th May, 1955. Applicants may visit hospitals 
by local arrangement. 


SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Locum Tenens CONSULTANT or 
SENIOR HOSPITAL MEDICAL OFFICER RADIOLOGIST 
(9 half-days per week) for the West Dorset Group of hospitals, 
for approximately 1 month from 18th June and 3 weeks from 
mid-August. Remuneration in accordance with the terms and 
conditions of hospital medical staff. 
Applications to Area Secretary, South West Metropolitan 
Regional Hospital Board, Highcroft, Romsey-road, Winchester, 
by 4th June and 3l1st July, respectively. 
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SOUTH WEST METROPOLITAN REGIONAL HOS- ELIZABETH GARRETT ANDERSON HOSPITAL, 
BOARD requires Whole-time ASSISTANT RADIO- Fuston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 


PITAL 
LOGIST (Senior Hospital Medical Officer grade) for the Croydon 
Group (Croydon General Hospital—200 Beds); Mayday—618 
Beds ; Purley—53 Beds ; and Norwood—38 Beds). General 
diagnostic work at above hospitals under direction of the 2 
Consultant Radiologists ; D.M.R. essential. 

Applications (5 copies), giving date of birth, qualifications, 

experience, and names of 3 referees, to Secretary (3.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1. by 21st May, 1955. Applicants may visit hospitals 
by local arrangement. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited to fill a vacancy for a 
CONSULTANT PSYCHIATRIST at St. Augustine’s Hospital, 
Chartham Down, near Canterbury. The appointment will be for 
maximum part-time sessions, or whole-time service depending on 
the experience of the successful candidate. In addition to 
duties at the Hospital the appointment wil! include extra-mural 
psychiatric outpatient clinics and possibly 2 sessions weekly in 
a Child Guidance Clinic. Candidates should possess a D.P.M. 
and preferably a higher qualification ; psychiatric hospital and 
outpatient clinic experience is essential, and candidates should 
have had experience in modern psychiatric therapeutic pro- 
cedures, including psychotherapy and occupational therapy ; 
child guidance experience would be an advantage. Applicants 
may visit the Hospital. 

Apply, stating nationality, age, sex, qualifications and experi- 
ence, including details of present appointment and of war 
service, together with names and addresses of 3 referees, to 


the Secretary, Advisory Appointments Committee, South 
Kast Metropolitan Regional Hospital Board, 11, Portland- 
place, W.1, not later than 14th May, 1955. 


WELSH REGIONAL HOSPITAL BOARD. Applications 
are invited from registered medical practitioners for the appoint- 
ment of SENIOR ADMINISTRATIVE MEDICAL OFFICER. 
His duties will be to advise the Board on the planning, organisa- 
tion, and staffing of hospital and specialist services and to carry 
out such administrative and executive functions as may be 
assigned to him. Salary £2250—-£150-£3000 (Whitley Council 
terms and conditions of service will apply). 

Applications, stating qualifications and experience, together 
with the names of 3 referees, should be sent not later than 14 
days from the appearance of this advertisement, to the Secretary 
at the Temple of Peace and Health, Cathays Park, Cardiff. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer), Morgannwg Hospital, Bridgend, Glam (2200 Beds). 
Accommodation available for single or married persons. Hospital 
possesses Neurosis Centre, Child Guidance Clinic, Psychological 
Department, extensive outpatient clinics, well-equipped Patho- 
logical and Electro-encephalographic Laboratories, and social 
clubs. 


Applications (12 copies), 
Administrative Medical Officer, 
Cardiff, within 21 days. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. Locum SECOND CONSULTANT RADIOLOGIST 
required probably for 3 months. Post now vacant. 

Applications, with full details and the names of 2 referees, 
should be forwarded to the Secretary, Royal Albert Edward 
Infirmary, Wigan, as soon as possible. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
DOWNSHIRE HOSPITAL, DOWNPATRICK (a Mental Hospital). 
Appeerene are invited for the post of RESIDENT MEDICAL 

PERINTENDENT of the above Hospital (about 970 Beds). 
The terms, conditions of service and remuneration for the post, 
which is of Consultant status and whole-time, will be in accord- 
ance with the Authority’s application to Northern Lreland of the 
Spens report. 

Applications to be 


naming 3 referees, to Senior 
Temple of Peace, Cathays Park, 


on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and which must be 
returned so as to be received not later than 17th May, 1955. 


Hospital Services : Junior Appointments 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of FIRST HOUSE PHYSI- 
CIAN for medicine and pediatrics, to become vacant Ist July, 
1955. Appointment for 6 months. Salary in accordance with 
Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, 


made 








should be 


sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by lith May, 1955. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 


tions are invited from pre-registration and registered Women 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.0.G.), Duties to commence 


ist July, 1955. Appointment for 6 months. Salary in accordance 
with Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary, Elizabeth Garrett Anderson Hospital, by 
lith May, 1955. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 


tions are invited from registered Women medical practitioners 
for the post of RESIDENT ASSISTANT PATHOLOGIST. 
Salary in accordance with Ministry of Health scale for Senior 
House Officers. The appointment is for 6 months in the first 
instance. Duties to commence Ist July, 1955. 

Applications, with copies of 3 recent testimonials, 
sent to the Secretary, Elizabeth Garrett Anderson 
by llth May, 1955. 


should be 
Hospital, 
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tions are invited from pre-registration and registered Women 
medical practitioners for the post of SECOND HOUSE SUR- 
GEON. Appointment for 6 months from Ist July, 1955. Salary 
according to Ministry of Health scale for House Officers. 
Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, by 
llth May, 1955. 
BATTERSEA GENERAL HOSPITAL, 
8.W.11. HOUSE SURGEON/CASUALTY 
(resident or non-resident), vacant eariy June. 


Battersea Park 
OFFIC ER 
House Officer 


grade. Not pre-registration. I ; 
Apply Hospital Secretary enclosing copies of 2 recent 
testimonials. 


BROMPTON HOSPITAL, S.W.3. Applications invited 
for post of MEDICAL CHIEF ASSISTANT (half-time). Salary 
within the Senior Registrar grade. The appointment is for 1 
year with eligibility for reappointment. Candidates must hold 
the M.R.C.P. Diploma or the M.B. of a Univefsity. 

Applications, stating age, qualifications with dates, nationality 
and appointments held, together with copies of testimonials, 
by 12th May, 1955, to— 

KENNETH A. F. MILES, House Governor. 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
S.E.10. HOUSE SURGEON (pre-registration) required from 
6th May. Post recognised by the Royal College of Surgeons. 

Applications, stating age, nationality, qualifications and 

experience, with 3 recent testimonials, should be sent as soon 
as possible to the Group Secretary, Dreadnought Seamen’s 
Hospital. Greenwich, S.E.10. 
FULHAM HOSPITAL, St. Dunstan’s-road, Hammer- 
smith, W.6. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications invited for appointment at above Hospital 
as SURGICAL REGISTRAR. Post vacant Ist August, 1955. 
Candidates may visit Hospital by arrangement with Hospital 
Secretary. 

Applications (6 copies to be completed) by 13th May, 1955, 
on forms obtainable arg Group Secretary (L.99), 5, C ollingham- 
gardens, London, 8S.W.5. _ k eee 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited from registered medical practitioners 
for the 6 months appointment of HOUSE SURGEON, now 
vacant, and should be sent to the Group Secretary, Hackney 
Hospital, London, E.9, quoting GH/HS. 

GORDON HOSPITAL, Vauxhall Bridge-road, S.W.1. 
WBSTMINSTER HOSPITAL TEACHING GROUP. Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Registrar ¢) for 1 year in the first instance, Starting Ist July. 

Applications (3 copies), with the names of 2 referees, should 

be sent to the Secretary, The Gordon Hospital, by 7th May. 


QUY’S HOSPITAL AND SOUTH EAST METROPOLI- 
TAN REGIONAL HOSPITAL BOARD. Applic ‘ations are invited to 
fill 2 established vacancies at Guy’s Hospital as SENIOR 
REGISTRARS in General Surgery. The appointments will be 
made jointly by the bodies concerned and will be held as 
follows :— 

1 post will be for 4 years, of which 3 years will be spent at 
Guy’s Hospital and 1 year in the Regional Hospital in the 
Bermondsey and Southwark Group. 

The second post will be for 3 years, of which the first 2 years 
will be spent in the Regional Hospital in the Bermondsey and 
Southwark Group and the third year at Guy’s Hospital. 

The posts are subject to annual review and will date from 
Ist October, 1955. The appointments will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (Fngland and Wales). 

Forms of application are obtainable from, and should be 
lodged with, the Superintendent, Guy’s Hospital, S.E.1, not 
later than 23rd May, 1955. 

QUY’S HOSPITAL, S.E.1. Applications are invited for the 
appointment of ORTHOPA DIC REGISTRAR (first year, 
whole-time). Duties to commence on Ist October, 1955. 

Forms of plication obtainable from the Superintendent, 

Guy’s Hospital, should be forwarded not later than 23rd May, 
1955. 
GUY’S HOSPITAL, S.E.1. Applications are invited for 
the post of REGISTRAR (first year) in the Department of 
Diagnostic Radiology. Candidates should possess a radio- 
logical qualification. Duties to commence on Ist October, 
195 

Forms of application are obtainable from, 

lodged with, the Superintendent, Guy’s Hospital, 
later than 23rd May, 1955. 
QUY’S HOSPITAL, S.E.1. Applications are invited for 
the appointment of 2 REGISTRARS in the Department of 
Psychological Medicine (whole-time, first year). Duties to 
commence on Ist October, 1955. 

Forms of application, obtainable from the Superintendent, 
Guy’s Hospital, should be forwarded not later than 23rd May, 
1955. 

HACKNEY HOSPITAL, London, €E.9. (General—844 
Beds. ) Applications (registered practitioners only) for the 
6-months appointment of HOUSE PHYSICIAN should reach 
Group Secretary, above address, by 9th May, quoting HH/HP. 


HACKNEY HOSPITAL, London, €E.9. (General—844 
Beds.) Applications (registered practitioners only) for the 


following posts :— 

(a) CASUALTY OFFICER AND HOUSE PHYSICIAN 
(Skin Department), vacant 11th May. (House Officer grade.) 

(ob) CASUALTY OFFICER AND HOUSE SURGEON 
(E.N.T.), now vacant. (House Officer grade.) 

Applications should reach Group Secretary, above address, 
as soon as possible, stating whether post (a) or (6). 


and should be 
S.E.1, not 
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HACKNEY HOSPITAL, London, E.9. (844 Beds.) Applica- 
tions are invited for the 12 months appointment (now vacant) of 
SENIOR HOUSE OFFICER to the Orthopedic and Traumatic 
Department. 

Applications, with copy testimonials, to reac ~ \ emares Secretary, 
above address, by llth May, quoting HH/SH( 
HAMMERSMITH, WEST LONDON ANG ST. MARK’S 
HOSPITALS BOARD OF GOVERNORS, Ducane-road, London, W.12. 
Applications invited for following posts : 

Hammersmith Hospital and Institute of Obstetrics 
and b nacology 

HOUSE FIC ZR BY neecology) required Ist July. Post 
nes tor M.R.C., 

HOUSE OFFIC Bit “(obstetries) required ist July. Post 
recognised for M.R.C. 

Hammersmith Viospital and Postgraduate Medical 
Schoo 

7 HOUSE PHYSICIANS (general medicine) required: 3 
Ist July, 4 Ist August. 

CASUALTY OFFICER (Senior House Officer grading), 
required Ist July. 

Hammersmith Chest Clinic, Hammersmith Hospital 

HOUSE PHYSICIAN required Ist July for duties in tubercu- 
losis wards and the Chest Clinic, dealing with all types of 
respiratory disease. 

Applications, stating age, qualifications, experience, copies of 

2 recent testimonials, to Secretary, Board of Governors, by 
9th May. 
HOSPITALS FOR DISEASES OF THE CHEST. London 
CHEST HOSPITAL. Applications are invited for the post of 
MEDICAL REGISTRAR (Cardiac Department), which is 
graded Registrar, from those who have experience in angio- 
cardiography and cardiac catheterisation. The appointment is 
for 1 year with eligibility for reappointment. 

Applications, stating age and qualifications with dates, 
accompanied by copies of 3 testimonials, should reach the 
undersigned not later than 2ist May, 1955. 

THOMAS BRowN, House Governor. 

London Chest Hospital, E.2. 

KING EDWARD MEMORIAL HOSPITAL, Ealing. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
PHYSICIAN, vacant ist June. Preference given to persons 
seeking pre-registration post under Medical Act, 1950. 

Applications, stating age, nationality, qualifications with 

dates and details of experience, together with copies of 2 recent 
testimonials, to Group Secretary, West Middlesex Hospital, 
Isleworth, Middlesex, by 11th May, 1955. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Receiving Room. The post becomes vacant on Ist July, 1955, 
and will be for 6 months only. In view of the nature of the 
duties, preference will be given to @pplicants who have held a 
previous appointment at the London Hospital. 

Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should be received by the House Governor by 
llth May, 1955. H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Department of Venereal Diseases becoming vacant on Ist July, 
1955. 

Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should reach the House Governor by 11th May, 
1955. H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Radiotherapy Department. The post becomes vacant on Ist 
July, 1955. 

Applications (6 copies), together with 6 copies of 3 recent 
testimonials, should reach the House Governor by 11th May, 
1955. H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR to the Radiotherapy 
Department. A higher qualification, although desirable, is not 
essential. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the House Governor by 6th May, 
1955. H. BRIERLEY, House Governor. 


LONDON JEWISH HOSPITAL, Stepney Green, €E.1. 
(130 Beds.) HOUSE SURGEON (pre- or post-registration) 
required for 6 months commencing 5th May, 1955. 

Applications, with copies of testimonials, to be sent to the 

Hospital Secretary. 
MIDDLESEX HOSPITAL, W.1. Applications invited from 
fully registered candidates for post of RESIDENT HOUSE 
— to Plastic and Thoracic Departments vacant Ist 
une. 

Forms of application, obtainable from the Deputy Superin- 
tendent, should be returned, naming 2 referees, by 14th May. 
PADDINGTON GREEN CHILDREN’S HOSPITAL, W.2. 
(ST. MARY’S HOSPITAL.) Applications are invited for the posts 
of :— 

(a) HOUSE SURGEON (first post), pre-registration post, 
vacant Ist June, 1955. Tenable for 6 months. 
(6) HOUSE PHYSICIAN (second post), pre-registration 
post, vacant Ist June, 1955. Tenable for 6 months. 
Applications, stating age, nationality, qualifications with 
dates, and experience, with copies of 3 recent testimonials, 
should reach the Secretary not later than Saturday, 14th May, 
1955. 
POPLAR HOSPITAL. East India Dock-road, E.14. (120 
Beds. ) HOUSE PHYSICIAN (Senior House Officer grade) 
required. Duties include inpatient, outpatient and casualty 
work. Post vacant ist June, 1955. 

Applications, stating age, nationality and qualifications, to 
the Group Secretary, Bow an ¢ Hospital Management Com- 
mittee, 2a, Bow-road, London, : 





pron Aa mo Pang A ee FOR NERVOUS DISEASES. 
Applicati nvited for the full-time dnida Vale. i of 
MEDICAL. RECISTRAR (non-resident) at Maida Vale Hos- 
nee for Nervous Diseases, London, . rading as Senior 

trar. Preference will be given to a candidate holding a 
higher degree who intends to specialise in neurology. 

Applications, with copies of 3 recent testimonials, to be sent to 
the Secretary at Maida Vale Hospital, not later than 7th May, 1955. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
Locum REGISTRAR in Thoracic Surgery required 19th May- 
15th June, inclusive. Higher qualification in surgery essential. 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials and/or names of 2 
referees, to Secretary of Hospital by 7th May. 
QUEEN MARY’S (ROEHAMPTON) HOSPITAL, Roe- 
hampton-lane, London, 8.W.15. (532 Beds.) Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER. The post affords facilities for gaining specialised 
experience in the treatment of tropical diseases and opportunities 
to study for higher qualifications. National Health Service 
terms and conditions. 

Forms of application may be obtained from the Medical 
Superintendent at the above address. 

ROVAL FREE HOSPITAL. Applications are invited 
from registered medical practitioners for the following posts :— 

(a) HOUSE OFFICER to the Infectious Diseases Department. 

(b) HOUSE OFFICER to Peediatric Department. 
Applicants would be expected to hold both resident posts 
consecutively for a period of 6 months each. Duties to commence 
on Ist July, 1955. Salary and conditions of service in accordance 
with those ldid down by the Ministry of Health for House 

cers. 

Application forms may be obtained from the Secretary to the 
Board of Governors, the Royal Free Hospital, Gray’s Inn-road, 
ao to whom they should be returned not later than 4th May, 

954. 

ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. 
RE SIDENT. HOUSE SURGEON (post-registration post). 
Applications are invited for a 6 months appointment as from 
Ist June, 1955, with.salary and conditions as laid down for 
House Officers in the terms and conditions of service in the 
National Health Service. 

Applications, stating age, qualifications, full details of previous 
experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent to the House Governor by 
4th May, 1955. 

ROYAL NORTHERN HOSPITAL, Holloway, London, N.7 

Applications are invited for the post of SENIOR Hou SE 
OFFICER (obstetrics and gynecology ). 

Apply to the Hospital Secretary, not later than 10th May, 1955. 


ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. Applications are invited for the post of HOUSK SURGEON, 
vacant mid-June, 1955. Preference given to pre-registration 
candidates. 

Applications to be sent to the Hospital Secretary by 11th May, 

1955. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in E.N.T. Surgery to fill a vacancy 
in the approved trainee establishment at the Lewisham Group 
of hospitals. There is a special E.N.T. Surgical Unit of 38 Beds 
at the Park Hospital, Hither Green-lane, 8.E.13. The appoint- 
ment will be in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and Wales), 
and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland-place, W.1, not later than 14th May, 1955. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of SENIOR HOUSE OFFICER at the 
Alexandra Hospital for Children, Stockwood Park, Luton, 
for a period of 1 year. The Hospital is mainly for long-stay 
orthSpredic cases. The appointment can be resident or non- 
resident, by arrangement. 

Applications, with copies of 2 testimonials, should be sub- 
mitted to the undersigned within 10 days from the appearance 
of this advertisement. 

Cc, C, CaRUs-WIL80N, Clerk to the Governors. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of RESIDENT CLINICAL PATHOLOGIST. 
Applicants should have held 2 House Officer appointments at 
this Hospital or another General Hospital approved by the 
Board of Governors, and preference will be given to those 
intending to specialise in pathology. The successful candidate 
will be required to take up his duties as soon as possible ; 
remuneration to be at Senior House Officer rate. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitcH, House Governor, not later than 18th May, 1955. 


ST. JAMES’ HOSPITAL, Balham, 8.W.12. Locum Senior 
HOUSE OFFICER (casualty) required from 18th to 3lst May. 
Applications, giving full details and names of 2 referees, to 
Group Secretary, Wandsworth Hospital Group, at above address 
by 9th May. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.1 
(593 Beds.) Applications are invited for the post of HOU ai 
PHYSICIAN (peediatrics, with some general medical duties). 
Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 
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ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. WESTMINSTER CHILDREN’S HOSPITAL. West- 
(593 Beds.) Applications are invited for the post of SENIOR | MINSTER HOSPITAL TEACHING GROUP. CASUALTY OFFICER 
HOUSE OFFICER (E.N.T., plastic, orthopwdic, ophthalmo- | required for 6 months from Ist July, 1955. Grade—House 
logy, &c.), resident or non-resident. , Officer (post-registration) or Senior House Officer, dependent on 


Applications, stating age, qualifications, experience, together 


with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary immediately. 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. House 


PHYSICIAN (pre-registration ), resident, vacancy early June. 
Apply, naming 2 referees, to Medical Superintendent. 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. Pediatric 
HOUSE PHYSICIAN (resident), vacancy early June. 
Applications, naming 2 referees, to Medical Superintendent. 
gT. STEPHEN'S HOSPITAL, Chelsea, S.W.10. House 
SURGEON (obstetrics and gynecology), resident, pre-registra- 
tion (not suitable for first appointment). Vacancy early June. 
Post recognised for D.Obst.R.C.0.G., but not for M.R.C.O.G. 
Apply, naming 2 referees, to Medical Superintendent. 
ST. STEPHEN'S HOSPITAL, Chelsea, S.W.10 South 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR (whole time), non-r sidents, vacancy early 
August. Post recognised for F.R.C 
Application forms from Group Secre tary, St. Luke’s Hospital, 
Chelsea, S.W.3 (enclose foolscap stamped addressed envelope). 


8T. THOMAS’S HOSPITAL AND THE SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. (Joint appointment. ) 
Whole-time SENIOR REGISTRAR in Obstetrics and Gyneco- 
logy at Lambeth Hospital and St. Thomas’s Hospital. The 
successful candidate will be required to take part in under- 
graduate teaching. 

Applications (5 copies), including 
2 referees, to the Clerk of the Governors, 


and addresses of 
Thomas’s Hospital 


names 
St. 


S.E.1, by 16th May, 1955. ; 
ST. THOMAS’S HOSPITAL, London, S.E.1. Obstetric 
HOUSE PHYSICIAN at the General Lying-In Hospital, 
York-road, S.E.1, commencing 17th June, 1955. Approved 
service for M.R.C.O.G, 

Applications, including copies of recent testimonials, to the 
Clerk of the Governors by 14th May, 1955. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Registrar 


to the Department of Thoracic Medicine for 1 year in the first 
instance. : , 
Applications, including names and addresses 


to the Clerk of the Governors by 8th May, 1955. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be vacancies for the following 
Senior House Officers on 15th October, 1955 : 

2 HOUSE PHYSICIANS. 

1 HOUSE SURGEON. 

Further particulars and form 
be returned not later than Monday, 
from the undersigned. 

H. F. RuTHEeRFoRD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy for a HOUSE 
PHYSICIAN to the Neurological and Neurosurgical Department 
(Senior House Officer) on Ist October, 1955. 

Further particulars and form of application, which must be 
returned not later than Monday, 6th June, 1955, may be obtained 
from the undersigned. 

H. F. RerHerrorp, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 15th October, 
1955, for a MEDICAL REGISTRAR AND PATHOLOGIST 
(Senior Registrar). 

Further particulars and form of application, 
returned not later than Monday, 30th May, 
obtained from the undersigned. 

H. F. RuTHERFORD, House 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on Ist July, 
1955, fora RESIDENT REGISTRAR to the E.N.T. Department 
(Registrar grade). 

Further particulars and form of application, 
returned not later than Monday, 16th May, 
obtained from the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 7th Septem- 
ber, 1955, for an ASSISTANT RESIDENT MEDICAL 
OFFICER (grade—Senior House Officer) at the Country Branch 
Hospital, Tadworth, Surrey (101 Beds). 

Further particulars and form of application, 
returned not later than Monday, 6th June, 1955, 
from the undersigned. 

H. F. RuTHeERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on 16th Sep- 
tember, 1955, for a JUNIOR RESIDENT ANASSTHETIST 
(Senior House Officer). 

Full particulars, with form 
returned not later than Monday, 
obtained from the undersigned. 

. F. RUTHERFORD, House Governor and Secretary. 
WESTMINSTER HOSPITAL, St. John’s-gardens, 8.W.1, 
and KINGSTON HOSPITAL, 26, Wolverton-avenue, KINGSTON-ON- 
THAMES, SURREY. Joint appointment of SENIOR REGISTRAR 
in Obstetrics and Gynecology. Applications invited for above 
post to start Ist September, 1955. Annual appointment up to 
4 years. Successful candidate will work at Kingston Hospital 
for approximately 2 years, then. at Westminster Hospital. 
Candidates must be either F.R.C.S. or M.R.C.O.G. 

Applications (14 copies), with names of 3 referees, to reach 
House Governor, Westminster Hospital, by 14th May. 


of 2 referees, 


of application, which must 
6th June, 1955, are obtainable 


be 
be 


which must 
1955, may 


Governor and Secretary. 


which must be 
1955, may be 


which must be 
are obtainable 


must be 


of application, which 
may be 


6th June, 1955, 
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experience. 

Applications, 
Secretary, Westminster 
S.W.1, by 14th May. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. RESIDENT HOUSE SURGEON required for 6 
months from 14th June, 1955, plus 14 days Locum from Ist June, 
1955. Pre-registration candidates eligible. 


should reach the 


with copies of testimonials, 
Vincent -square, 


Children’s Hospital, 


Applications, with full details, and names of 2 referees, to 
Hospital Secretary by 4th May, 1955. 
ASHFORD HOSPITAL, Ashford, Middiesex. (600 Beds.) 







STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR REGISTRAR in Radiology (whole-time, non 
resident). Possession of a higher qualification desirable. Success- 


ful candidate also required to work at another hospital in the 
Group. Hospital may be visited by direct appointment with 
Medical Director. 

Application forms obtainable from, and returnable to, Group 
Secretary, Staines Group Hospital Management Committee, 
Ashford Hospital, Ashford, Middlesex, by 10th May, 1955. 
BATH HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from medical practitioners for the 
post of HOUSE SURGEON (gynecology and obstetrics) 
to the Bath Group of hospitals, vacant mid-June. The post 
is recognised for pre-registration purposes and for the Diploma 
of the Royal College of Obstetricians and Gynecologists. 

Applications, stating age, qualifications and experience with 

3 testimonials should be forwarded to Group Secretary, Manor 
Hospital, Combe Park. Bath, by 7th May, 1955. 
BATH. ROYAL UNITED HOSPITAL. Applications are 
invited from medical practitioners for the post of HOUSE 
SURGEON at*the above Hospital, vacant end of May. The 
post is recognised for pre-registration purposes. 

Applications, stating age, qualifications and experience with 

3 testimonials, should be forwarded to Group Secretary, Bath 
Hospital Management Committee, Manor Hospital, Combe Park, 
Bath, by 7th May, 1955. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Locum 
RESIDENT CASUALTY OFFICER (Registrar grade) required 
ae May pending permanent appointment. Salary £17 10s. per 
week. 

Applications, stating age nationality, qualifications, previous 
appointments, together with copies of 2 recent testimonials, 
should be forwarded to Group Secretary, Bedford Group Hospital 
Management Committee, 3, Kimbolton-road, Bedford. 


hart Ane ROCIOaNT HOSPITAL, 
15. (215 Bec 

RESIDENT SURGICAL OFFICER (Senior House Officer), 
vacant shortly. Hospital is largest traumatic unit in the country 
and treats over 50,000 new patients each year. Post recognised 
for F.R.C.S. and offers opportunity for practical experience in 
meneae ment of all types of injury and teaching by Consultant 
st 

RESIDENT HOUSE SURGEON, vacant mid-May. Recog- 
nised for F.R.C.S. Appointment for period of 6 months in 
General Accident Service and (at applicant’s request) includes 
period in 32-Bedded Burns Unit. 

Apply Administrator. 
BIRMINGHAM ACCIDENT HOSPITAL. (215 Beds.) 
SURGICAL REGISTRAR to assist Clinical Director. General 
surgical experience essential ; higher qualification desirable. 

Application forms from Secretary, (Selly Oak) Hospital 
Management Committee, Oak Tree-lane., Birmingham, 29, to be 
returned before 16th May, 1955. Candidates may visit Hospital. 
BIRMINGHAM. SELLY OAK HOSPITAL. (1059 Beds.) 
Whole-time SENIOR REGISTRAR in Radiology. Diploma 
in Diagnostic Radiology essential. Department serves large 
general hospital and group of subsidiaries (including children, 
maternity, eye and E.N.T.) and provides experience throughout 
whole range of specialty. Successful candidate may subsequently 
be required to spend not more than 2 years in a selected hospital 
of the United Birmingham Hospitals under the interchange 
scheme for Senior Registrars agreed between the 2 Boards. 

Application forms from: Secretary, Regional Hospital 
Board, 10, Augustus-road, Birmingham, 15, before 16th May. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER (clinical pathology), 
now vacant for 1 year. Applicants should have held resident 
appointments in a children’s hospital or a children’s department 
of a general hospital. The successful candidate will be required 
to work in the Clinical Pathological Department. 

Forms of application may be obtained from _ the 
Governor and should be returned as soon as possible. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. UNITED BIRMINGHAM HOSPITALS. 
BIRMINGHAM AND MIDLAND HOSPITAL FOR WOMEN, Showell 
Green-lane, SPARKHILL, BIRMINGHAM, lI1. Applications are 
invited from registered medical practitioners for the post of 
RESIDENT GYNAZCOLOGICAL HOUSE SURGEON (2 
vacancies) tenable on 7th July, 1955. The posts are recognised 
for the M.R.C.0.G, 

Application forms, obtainable from = 
be returned not later than 6th May, 195 


BOURNEMOUTH. ROYAL catenin HOSPITAL. 
(494 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the immediate 
appointment of GENERAL HOUSE SURGEON. The 
appointment is recognised for the F.R.C.S. examination and for 
pre-registration purposes. 

Applications to the Deputy Hospital Secretary at the Hospital. 





Birmingham, 
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BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of REGISTRAR in Orthopedic Surgery at the 
Royal Victoria Hospitals, Boscombe, Bournemouth, consisting 
of 494 Beds which includes 64 orthopedic beds. There is a large 
Outpatient Department covering both traumatic and non- 
traumatic orthopedics in all branches, in children and adults. 
The post is non-resident and is tenable for 2 years in the first 
instance. 

Forms of application obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hospital, 
Gloucester-road, Boscombe, should be returned to him, duly 
completed, within 8 days of the appearance of this advertisement. 


BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. REGISTRAR (medicine) required imme- 
diately. Resident post. Duties at Royal Infirmary, Blackburn 
(262 acute beds) as arranged by Consultant Physicians. 

Application forms from Secretary, Hospital Management 
Committee Office, Royal Infirmary, Blackburn. 


BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. REGISTRAR (anesthetics) required. Resi- 
dent post. Married accommodation available if desired. Duties 
mainly at Blackburn Royal Infirmary with sessions at Accrington 
Victoria Hospital and Queen’s Park Hospital, Blackburn, as 
arranged by Cenwaiant- in-charge. Post recognised for D.A. 
and F.F.A.R. 

Write - te a Hospital Management Committee Office, 
Royal Infirmary, Blackburn, for application form. 
BLACKPOOL. GLENROYD MATERNITY HOSPITAL. 
(60 Beds.) BLACKPOOL AND FYLDE HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT HOUSE OFFICER (obstetrics), 
vacant 8th August, 1955. Pre-registration post. Recognised for 
Diploma in Obstetrics. 

Applications, together with names and addresses of referees 
should be sent to the Group Secretary, Blackpool and Fylde 
Hospital Management Committee, Victoria Hospital, Blackpool. 
BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 
RESIDENT HOUSE SURGEON (Surgical Department), 
vacant 12th August, 1955. Pre-registration post. Recognised 
for F.R.C.S8. examination. This is a busy general hospital with 
a large Outpatient Department and the post offers excellent 
opportunities for general experience under Consultant Surgeons. 

Applications, with names and addresses of referees, should be 
sent to the Hospital Secretary. 


BOLTON DISTRICT GENERAL HOSPITAL. (604 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT HOUSE SURGEON for general surgical duties, 
vacant 20th May, tenable for 6 months and recognised under the 
Pre-registration Service scheme. Also recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 

ence, and the names of 2 referees, to Group Secretary, The 
Royal Infirmary. Bolton. 
BRADFORD, YORKSHIRE. THE ROYAL EYE AND 
EAR HOSPITAL. (105 Beds.) SENIOR HOUSE OFFICER 
required for E.N.T. Department of 56 Beds. Recognised for 
D.L.O. and F. R. C.S. Salary £745 p.a., leas £150 p.a. residential 
emoluments. 

Applications, stating age, nationality, qualifications and 

experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 
BRAINTREE, ESSEX. BLACK NOTLEY HOSPITAL. 
(544 Beds.) Applications invited for post of HOUSE OFFICER 
(orthopeedic surgery). First, second, third, or pre-registration 
post ; tenable for 6 months. Recognised for F.R.C.S. 

Applications, with copies of 3 testimonials, to the Group 
Secretary, Colchester Hospital Management Committee, 14, 
Pope’s-lane, Colchester, Essex 
SRGNTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) 

CASUALTY HOUSE SURGEON (1 of 3). Duties include 
wey a Ne ear and Sees Unit. Vacant mid-May. 

USE SURGEON, mid-Ma 

HOU SE SU RGEON (including gynecology ), end wt May. 
All posts recognised for pre-registration and F.R.( 

Applications, stating age, qualifications and expe rienc e, and 
naming 2 referees, to be sent to the Administrative Officer, 


Royal Sussex County Hospital, Brighton, 7. 


BRIGHTON. SUSSEX EYE HOSPITAL, Eastern- road, 
BRIGHTON, 7. (56 Beds.) SENIOR HOUSE SU RGEON 
(Senior House Officer) and HOUSE SURGEON (House Officer) 
required immediately. Posts recognised for F.R.C.S. under 23 (b). 

Applications, stating age, qualifications and experience, 

together with the names of 2 referees, to the Administrative 
Officer. 
BRISTOL CLINICAL AREA. The Board of Governors of 
THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of REGISTRAR to the Department of 
General Surgery for the Cossham-Frenchay Hospitals Greup, 
Bristol. The appointment will be held for 1 year in the first 
instance, and be renewable for a further year. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 12th May, 1955. 


BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE. Required at Southmead 
Hospital (571 Beds, including 133 maternity), RESIDENT 
SENIOR HOUSE OFFICER (surgical) for 12 months com- 
mencing Ist June, 1955. Post recognised for F.R.C.S. examina- 
tion. 

Applications to be forwarded to the undersigned not later 
than 7th May, 1955. C. C. Hancock, Group Secretary. 

Southmead Hospital, Bristol. 





BRISTOL. THE BOARD OF GOVERNORS OF THE 
UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN REGIONAL 
HOSPITAL BOARD. Applications are invited by the above Boards 
from registered medical practitioners for the joint appointment 
of REGISTRAR in General Medicine. This post becomes vacant 
on 7th July, 1955. The appointment will be held for 1 year in 
the first instance and be renewable for a further year. The 
successful candidate will be appointed to work for the first year 
mainly at Southmead Hospital, Bristol, but may be required to 
undertake duties in other hospitals in the Group. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 12th May, 1955 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER (casualty 
and orthopedics), this post being recognised for the F.R.C.8. 

Apply, stating names of 2 referees, to— 

H. WILKINSON, Group Secretary. 

Bury General Hospital, Walmersley-road, Bury, Lancs. 
BURY AND ROSSENDALE HOSPITAL MANAGE- 
MENT COMMITTEE. BURY GENERAL HOSPITAL. Applications are 
invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER or REGISTRAR in Anesthetics. The post is based 
on Bury General Hospital, but will include duties at other 
hospitals in the Group and provides wide experience. The 
anesthetic staff comprises, in addition, a Consultant and a 
Senior Hospital Medical Officer. 

Apply, stating age, qualifications, experience and names of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, W almersley -road, Bury, Lancs. 
BURY ST. EDMUNDS. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) Applications invited for the following 
posts :— 

(a) SENIOR HOUSE OFFICER for orthopeedic and casualty 

duties. Recognised for F.R.C.S. Vacant late April. 

(6) HOUSE SURGEON for general and other duties, vacant 

mid-May 

(c) HOU SE a4 RGEON for general surgical duties. Recog- 

nised for F.R.C.S. Vacant mid-July. 

(d) HOUSE SURGEON for obstetric and en een 

duties. Recognised for D.Obst.R.C.0O.G. acant early 


June. 
(e) HOUSE PHYSICIAN for pediatric and general duties, 


vacant mid-June. 

(f) oe PHYSICIAN for genera] medical duties, vacant 

late May 

All posts except (a) recognised for pre-registration. 

Inquiries to Hospital Secretary. 

CAERNARVON AND ANGLESEY HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (anesthetics), 
resident or non-resident, to serve Caernarvon and Anglesey 
Hospital Management Committee Group. To be based at 
Caernarvon and Anglesey General Hospital, Bangor, and to 
see ap oanat hospitals inthe Group. Post recognised for D.A., 

Applications, stating age, qualifications and experience, and 

giving the names of 2 referees, to be forwarded to the Group 
mee i Plas Gwyn, Ffriddoedd-road, Bangor, as soon as 
possible. 
CAERPHILLY DISTRICT MINERS’ HOSPITAL. (6 miles 
from Cardiff.) RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(general surgery) required at avers Hospital ; 144 Beds for 
general surgery, orthopedics, E.N.T., ophthalmology and 
gynecology ; 26 Beds for general medic ine. Busy Outpatients, 
Radiology and Pathology Departments. Married quarters 
available. 

Apply, with full particulars. to the Group Secretary, Hospital 
Management Committee, St. Martin’s-road, Caerphilly, Glam. 
CASTLEFORD, NORMANTON AND DISTRICT HOS- 
PITAL. RESIDENT SURGICAL OFFICER required. Graded 
Senior House Officer. 1 year’s appointment, vacant 21st May. 
Married accommodation available. 

Applications to Secretary, Gt. Northern House, Salter-row, 

Pontefract, Yorks. 
CANTERBURY. KENT AND CANTERBURY os- 
PITAL. (276 Beds.) The post of SENIOR HOUSE PHY sIcl AN 
all vacant at the end of May, 1955. Salary £745 p.a., 
together with National Health Service conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) E.N.T. AND EYE DEPARTMENTS. SENIOR 
HOUSE OFFICER. Salary £745 p.a. Post vacant early June, 
1955. Approved for F.R.C.S. and special diplomas. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post of GENERAL SURGICAL AND 
ORTHOPADIC HOUSE SURGEON, which is recognised for 
the F.R.C.S. Diploma, becomes vacant early May, 1955. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addresse d to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) The post. of PASDIATRIC HOUSE 
PHYSICIAN, recognised for D.C.H., includes work in the Ward 
and Outpatient Department and also provides experience in 
the care of the newborn. Opportunities exist for study of 
preventive medicine among children and child guidance work. 
Post becomes vacant in the middle of May, 1955. National 
Health Service salary and conditions. 

Applications, together with 2 testimonials, to be addressed to 
the Hospital Secretary at the above Hospital. 
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CANTERBURY (near). ST. AUGUSTINE’S HOSPITAL, 
CHARTHAM, near CANTERBURY. JUNIOR HOSPITAL MEDICAL 
OFFICER (Male or Female) required at this Mental Hospital. 
Salary scale £775-£1075 p.a. Resident accommodation available 
for a single person or separate accommodation for a married 
man. The post offers experience in all branches of psychiatry, 
including all forms of modern treatment and outpatients clinics. 
The Hospital has a high admission-rate and is recognised for the 
D.P.M. 
oui to the Medical Superintendent. 
CARDIFF. UNITED CARDIFF HOSPITALS (LLAN- 
DOUGH HOSPITAL) AND MEDICAL RESEARCH COUNCIL (PNEUMO- 
CONTOSIS RESEARCH UNIT). Applications are invited for the post 
of REGISTRAR to spend part of his time in the new Miners’ 
Chest. Diseases Treatment Centre at the above Hospital, and 
part of his time in the M.R.C. Unit. The Centre will cater for 
all types of chest diseases and will include beds for chest surgery. 
Application forms can be obtained from the Secretary, United 
Oardiff Hospitals, Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days. 
CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners for the post of RESIDENT SENIOR HOUSE 
OFFICER in Pathology. The successful applicant will work 
in the Group Laboratory at the Cheltenham General Hospital. 
Salary in accordance with Whitley Council terms and conditions 
of service. The post is tenable for 1 year in the first instance. 
Applications, with the names of 3 referees, to be forwarded 
to the undersigned forthwith stating age, qualifications and 
experience. STANLEY T. Davis, Group Secretary. 
General Hospital, Cheltenham. 
CHELTENHAM MATERNITY HOSPITAL. Cheltenham 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appointment 
of RESIDENT OBSTETRIC OFFICER. The Hospital, wale h 


is recognised for the purpose of training for the D.Obst.R.C.0.G., 
has 50 beds and deals with the majority of abnormal midwife ‘Ty 
eases in North Gloucestershire. The appointment is for a period 


of 6 months and the salary will be £425, £475, or £525 p.a., less 
£125 in respect of residential emoluments. The appointment 
will be vacant in early May. 

Applications, stating age, qualifications and experience and 

accompanied by copies of 3 recent testimonials, should be sent 
to the Secretary, Cheltenham Group Hospital Management 
Committee, General Hospital, Cheltenham. 
CHEPSTOW, MONMOUTHSHIRE. PLASTIC SURGERY 
JAW INJURIES AND BURNS CENTRE, 8ST. LAWRENCE HOSPITAL. 
(100 plastic surgery, 50 orthopaedic beds.) SENIOR HOUSE 
OFFICER in Plastic Surgery required. Previous experience in 
specialty not essential. The successful candidate will receive 
a thorough training in plastic surgery and burns. Hospital 
intakes from most of Wales and provides extensive experience. 
There is another Senior House Officer in plastic surgery and 
also a Senior Hospital Officer in orthopedics. Salary £745, 
less £150 board-residence 

Write, quoting 2 refe rees, to T. A. JONES, Group Secretary. 

64, Cardiff road, Newport, Mon. 


CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
Gate Botleyvs Park War Hospital). (404 Beds.) ORTHO- 
PA DIC HOUSE SURGEON required immediately. Senior 


House Officer or House Officer (Intern) grade. Post recognised 
for F.R.C.S. or for pre-registration internship. Preference will 
be given to provisionally registered candidates. Salary in 
accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent as soon as possible. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(460 Beds.) SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD SURGICAL REGISTRAR required immediately. 
F.R.C.S. essential. Uospital may be visited by arrangement 
with the Physician-Superintendent (Tel. Ottershaw 441). 

Application forms can be obtained from, and should be 
returned by 16th May, to, Secretary, Woking and Chertsey 
Hospital Management Committee, ** Huntington,’’ Chertsey, 
Surrey. ; 
CHESTER ROYAL INFIRMARY. XItl Chester and 
DISTRICT HOSPITAL MANAGEMENT COMMITTER. Applications are 
invited for the post of RESIDENT or NON-RESIDENT 
CASUALTY OFFICER (Junior Hospital Medical Officer). The 
duties of this post, which is recognised for the F.R.C.S. will 
include supervision of the Hand Clinic and work in the Ortho- 
peedic and Accident Departments. 

Applications, together with the names and addresses of 2 

referees, should be forwarded to the Group Secretary 5, King’s 
buildings, Chester. 
CHESTERFIELD. SCARSDALE HOSPITAL. Senior 
HOUSE OFFICER in Obstetrics and Gynecology required at 
above Hospital. Maternity Unit of 72 Beds. Post recognised 
for M.R.C.O0.G,. and D.Obst.R.C.0.G,. and vacant 10th June. 

Apply M. H. Boone, Secretary, Chesterfield Hospital Manage- 
ment Committee, 

CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON reqnired 





for 6 months appointment. National salary scale for first, 
second, or third posts. Post approved for pre-registration prarcti- 
tioners Post recognised for F.R.C.S. 7 residents including 


Resident Surgical Officer and 3 House Surgeons. Vacant from 
9th June or sooner. 

Apply to Senior Administrative Officer. 
CROYDON GENERAL HOSPITAL. (200 Beds.) House 
PHYSICIAN (pre-registration) for period of 6 months from 
Ist June, 1955. 

Application forms obtainable from GrorGE A. PAINES, Group 
Secretary, Hospital Management Conimittee, Genera) Lcspital, 
London-road, Croydon. | 
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CROYDON GENERAL HOSPITAL. (200 Beds.) Locum 
Tenens MEDICAL REGISTRAR required for period 16th—29th 
May inclusive. Candidates should be up to Membership standard. 
Resident or non-resident. 

Apply, giving full particulars, to— 

GEORGE A. PAINES, Group Secretary, 
Hospital Management Committee. 

General Hospital, London-road, Croydon. 

CROWTHORNE, BERKSHIRE. BROADMOOR INSTI- 
TUTION for persons of unsound mind of criminal tendencies. 
(920 Beds.) SENIOR REGISTRAR. House or quarters 
available. 

Applications, naming 3 referees, to Medical Superintendent 

by 14th May, 1955. Candidates may visit Institution by 
appointment. 
COLCHESTER. ESSEX COUNTY HOSPITAL. (188 
Beds.) ye “Ye invited for post of HOUSE OFFICER 
(surgical ) irst, second, third or pre-registration post, tenable 
for 6 months. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 

Essex County Hospital, Colchester (188 Beds) 
SENIOR HOUSE OFFIC ER (Casualty and ee 
SENIOR HOUSE OFFICER (Casualty and E.N.T. 

Posts tenable for 6 months or 1 year. Recognised for in R. C.8. 

ee and District Hospital, Clacton-on-Sea (58 

3eds) 

SENIOR HOUSE OFFICER (Resident Surgical Officer). 
Post tenable for 1 year. 

Harwich and District Hospital, Dovercourt (30 Beds) 
SENIOR HOUSE OFFICER. Duties mainly surgical, but 

there is a proportion of medical beds. In addition there are 
surgical, medical, E.N.T. outpatients and casualty work. Post 
tenable for 1 year. 

Applications, with copies of 3 testimonials, to the Group 

Secretary, 14, Pope’s-lane, Colchester, Essex. 
COLCHESTER (near). BRITISH LEGION SANA- 
TORIUM, NAYLAND, COLCHESTER, ESSEX. (207 Beds for treat- 
ment of early pulmonary tuberculosis in Women.) IPpswicu 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the appointment of SENIOR HOUSE OFFICER. 
No married quarters available. Deduction for residential 
emoluments £150 p.a. 

Applications, with 2 testimonials, to the Physician-Superin- 

tendent. 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER. 
This is a joint post between Hundens Unit (a hospital of Special 
Departments) serving E.N.T., ophthalmic, infectious diseases 
and chest, and East Haven (geriatrics). Good experience with 
responsibility for suitable candidate. Post may be resident at 
Hundens Unit (single accommodation) or a small semi-detached 
house in the grounds may be made available to a suitable 
candidate. Term of service is for a maximum of 4 years with 
option of reappointment. Salary £775-£50-—£1075 p.a. 

Applications should be sent forthwith, giving full particulars 

and 3 names for reference, to the Group Secretary, Darlington 
Memorial Hospital. 
DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. JUNIOR HOSPITAL 
MEDICAL OFFICER or SENIOR HOUSE OFFICER required. 
A house on the Hospital estate, or single quarters, available. 
The Hospital has modern treatment facilities, and is recognised 
by the Conjoint Board for the purpose of their D.P.M. 
examination. 

Applications, with names of 2 referees, to the Medica) 
Superintendent. 

S. L. Frost, Secretary to the Management Committee. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of CASUALTY 
OFFICER, with anesthetic duties. House Officer grade post, 
recognised for Pre-registration Service, vacant end of April, 
1955. 4 residents on staff. Salary £425/£475 with £125 
deduction for residential emoluments. Appointment for 6 
months 

Applications, enclosing copies of 2 recent testimonials, to the 

Secretary. Noble’s Hospital, Douglas, Isle of Man. 
DURHAM. UNIVERSITY OF DURHAM AND 
SHEFFIELD REGIONAL HOSPITAL BOARD. Joint Training Scheme 
for Registrars in Psychological Medicine. During May, 1955, 
the Board will invite applications for a limited number of 
REGISTRAR appointments under the above schemes. These 
posts form a part of the Joint Training Scheme in Psychiatry 
sponsored by the Newcastle and Sheffield Regional Hospital 
Boards, in conjunction with Durham University. The tenure 
will be subject to an. ual review and the duties will be changed 
periodically in order to provide varied experience, including 
mental deficiency. The normal period of training will be 14-3 
years according to the previous experience of the trainee and 
will terminate either when he obtains the Diploma in Psycho- 
logical Medicine, or at the termination of his appointment as 
tegistrar. The Regulations for the D.P.M. (Durham) require 
no special course of study for Part I of the examination. In 
order to take Part II the candidate will be given 6 months study 
leave with pay to attend a full-time course of instruction at 
Newcastle under the egis of the Professorial Department of 
Psychological Medicine. 

Ful particulars of the scheme may be obtained from the 

Senior Administrative Medical Officer, Sheffield Regional Hos- 
pital Board, Old Fulwood-road, Sheffield. 
DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. ry hs SE OFFICER (general surgery, 
orthopedics, and E.N 

Apply, with 2 copy re to the Medical Superintendent. 
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DORKING GENERAL HOSPITAL, Horsham-road, Dork- 
ING, SURREY. (234 Beds.) Applications are invited from candi- 
dates possessing previous experience for the position of SENIOR 
HOUSE PHYSICIAN to the Department of Medicine. The 
Medical Firm consists of a visiting Consultant Physician, a full- 
time Physician and a resident House Physicien. Post vacant 
4th July, 1955. The post offers wide experience in general 
medicine and gives an excellent opportunity for candidates 
studying for M.R.C.P. Salary £745 p.a., less £130 p.a. residential 
emoluments. 

Applications, stating age, qualifications and previous experi- 

ence, should be forwarded to the Medical Superintendent not 
later than 14th May. 
DURHAM. COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE SURGEON required immediately in Orthopedics and 
Casualty. Post recognised for pre-registration purposes. This 
post offers facilities for good and varied experience in a busy 
orthopeedic and accident hospital which serves a wide mining 
and industrial area. 

Apply, giving age, experience, and names of 2 referees, to the 

Group Secretary, Dryburn Hospital, Durham. 
DERBY. DERWENT HOSPITAL. (187 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR (chest 
and infectious diseases) required. Private quarters available. 
A Consultant Thoracic Surgeon attends this Hospital each week. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th May, 1955, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. ) a ’ 
DEWSBURY. HOSPITAL MANAGEMENT COM- 
MITTEE NO. 11. Applications are invited for the position of 
SENIOR HOUSE OFFICER in Dermatology for work in the 
Dewsbury, Wakefield and Pontefract Groups, which will become 
vacant on 10th May, 1955. The position can be resident or non- 
resident as required. Salary and conditions of service are in 
accordance with national recommendations, and the post is 
subject to the Health Service and superannuation acts. 

Applications, giving full particulars of qualifications, experi- 
ence and previous posts, together with the names and addresses 
of 2 referees, should be Ss to the undersigned immediately. 

G. W. BATCHELOR, Group Secretary. 

20, Oxford-road, ME. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in Mental Deficiency and Child Psychi- 
atry, Little Plumstead (near Norwich) Mental Deficienc y Group 
of hospitals and C hild Psychiatry Service. The Group (900 Beds), 
which is progressive and the centre for much outpatient work 
including child guidance clinics, is recognised as a training 
centre for the D.P.M. by the Conjoint Board for 1 year. House 
available. 

Applications, stating age, experience, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
16th May, 1955. Candidates invited to visit hospitals by direct 
arrangement with Medical Superintendent. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

(1) SURGICAL REGISTRAR, Great Yarmouth and Gorles- 
5 I Hospital (Norfolk and Norwich Group). Post recognised for 
F.R.C.S. Appointment for 1 year, renewable for second year. 
< sardidate s invited to visit Hospital by direct arrangement with 
Secretary -Superintendent at the Hospital. 

(2) SURGICAL REGISTRAR, North Cambridgeshire Hos- 
pital, Wisbech. Post provides good training and experience in 
both general and orthopedic surgery. Appointment for 1 year, 
renewable for second year. Candidates invited to visit Hospital 
by direct arrangement with Hospital Management Committee 
Secretary at the Hospital. 

Applications, stating age, experience, and names of 3 referees, 
to Secretary of Board, 117, Chesterton-road, Cambridge, by 
9th May, 1955. ; 
EPPING. ST. MARGARET’S HOSPITAL. (485 Beds.) 
RESIDENT SENIOR HOUSE OFFICER (surgery) as Casualty 
Officer and Orthopedic House Surgeon. Post vacant 15th May, 
1955. Recognised training post for F.R.C.8. Busy general 
hospital with easy access to London. Salary on national scale, 
less deduction for board, lodging, &c. 

Applications, with copies of 2 recent testimonials, to the 
Group Secretary, Epping Group Hospital Management Commit- 
tee, St. Margaret’s Hospital, Epping, Essex, immediately. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON + 6th June. 
Pre-registration post. Recognised for F.R.C 

Applications, stating age, qualifications, a experience, with 

copies of 2 recent testimonials, should be sent immediately to 
Group Secretary at above address. 
EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 
SURREY. RESIDENT HOUSE SURGEON required for Ortho- 
peedic, E.N.T., and Eye Departments, vacant 6th June. Pre- 
registration post. 

Applications, stating age, qualifications, and experience, with 

copies of 2 recent testimonials, should be sent immediately to 
Group Secretary at above address. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DRBVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from pre-registration/registered medical 
practitioners for the appointment of HOUSE SURGEON, 
vacant lith June, 1955. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary immediately. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT PA®DIATRIC HOUSE PHYSICIAN 
for above Hospital. Post vacant 29th June, 1955. 6 months 
appointment. Post recognised for D.C.H. and pre-registration 
purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 14th May, 1955. 





EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) RESIDENT HOUSE SURGEON for above Hos- 
pital. Post vacant May, 1955. 6 months appointment. Post 
recognised for pre-registration and F.R.C.S. purposes. 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 14th May, 1955. 
EDINBURGH. ASTLEY AINSLIE HOSPITAL. Astley 
AINSLIE, EDENHALL AND ASSOCIATED HOSPITALS. Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER at the above Hospital, which affords excellent 
opportunities for the study of convalescence and rehabilitation. 
Experience in the specialty desirable. 

Applications, giving full details, and the names and addresses 

of 3 referees, should be sent, within 30 days of the appearance 
of this advertiseme nt, to the Secretary, Astle y Ainslie Hospital, 
Grange Loan, Edinburgh. 
EDINBURGH CENTRAL HOSPITALS. Applications 
are invited from registered medical practitioners for the appoint- 
ment of ANASSTHETIST (Junior Hospital Medical Officer 
grade), commencing Ist June, 1955. Salary scale £775-£50- 
£1075. National Health Service conditions. Non-resident. Work 
mainly with children but includes some adult general surgery 
and gynecology. 

Applications, with full particulars of age, qualifications and 
experience, and names of 2 referees, to be submitted immediately 
to Medical Superintendent, Edinburgh Central Hospitals, 18, 
Rillbank-terrace, Edinburgh, 9. 

FARNBOROUGH HOSPITAL, Farnborough, Kent. (800 
Beds.) HOUSE SURGEON required for 6 months from 13th 

June, 1955. Recognised for F.R.C.S. Preference given to pre- 
registration candidates. 

Apply, stating age, qualifications with dates, and experience, 

and naming 3 referees, to the Administrative Officer by 31st 
May, 1955, quoting H.S.2. 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post 
now vacant, of SENIOR HOUSE OFFICER (orthopedic). 
Locum would be considered. 

Applications, with names and addresses of 2 referees, to 
Hospital Secretary, Grimsby General Hospital. 
HAILSHAM. HELLINGLY MENTAL HOSPITAL. 
HAILSHAM HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER. Single residential accom- 
modation available. Salary £775 p.a., rising by annual incre- 
ments of £50 to £1075 p.a. Post offers experience in all branches 
of psychiatry, including all forms of modern treatment. High 
admission-rate. Hospital recognised for D.P.M 

Applications, stating age, qualifications and appointments 

held, to the Medical Superintendent, MHellingly Hospital, 
Hailsham, Sussex. 
HASTINGS AND ST. LEONARDS. BUCHANAN 
HOSPITAL. (94 Beds.) HOUSE SURGEON for Gynecology 
(28 gyneecological beds). Post, vacant 3rd May for 6 months, 
is recognised for M.R.C.0.G. Candidates for Pre-registration 
Service (surgery ) can be considered. 

Apply, with 3 recent testimonials, to the Hospital Adminis- 
trator. 

HEREFORD COUNTY HOSPITAL. (335 Beds.) House 
OFFICER (medicine) required immediately. 

Applications, with copies of 2 recent testimonials, to the 

Medical Superintendent. 
HEREFORDSHIRE GROUP. Registrar in General 
Surgery. Duties mainly at General (154 Beds—71 surgical beds 
including fracture and orthopeedic) and County (310 Beds—40 
surgical) Hospitals, Hereford. Recognised for F.R.C.S. Resident. 

Application forms from Group Secretary, Victoria House, 
Eign-street, Hereford, to be returned before 14th May, 1955. 
Candidates may visit Group hospitals. 


HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from Lendon.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Pediatrician and Ophthalmic Consultant. Salary £745 p.a., 
less £130 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence Ist June, 1955. 

Apply, with full details and references, to Group Secretary, 

Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 
HUDDERSFIELD HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from provisionally registered 
or registered medical practitioners for the post of HOUSE 
SURGEON to the Princess Royal Maternity Home (57 Beds) to 
commence duty on 22nd May, 1955. The holder of the post, 
which is recognised for the D.Obst.R.C.0.G., will have access to 
the abnormal maternity and gynecological beds at The Royal 
Infirmary. The Department is under the control of 2 Consultant 
Obstetricians and Gyneecologists. Salary in accordance with 
national scale. 

Applications to be addressed to— 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE PHYSICIAN for Pediatric Department, commencing 
Ist June, 1955, for 6 months. 3 months Victoria Children’s 
Hospital, 3 months Western General Hospital (special baby 
unit). Recognised for D.C.H. 

Applications, giving experience, references, &c., before 20th 
May, to the Hospital Secretary at the above address. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical) at this 
Hospital, which is approved by the licensing authority for 
Pre-registration Service. Post vacant immediately. 

Applications, giving full particulars, and names of 2 referees, 
to the Group Secretary, Hospital Management Committee 
Offices, Newmarket General Hospital, Newmarket, Suffolk. 
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ILFORD AND BARKING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. ILFORD ISOLATION HOSPITAL, Grove-road, 
CHADWELL HEATH, ESSEX. There is a vacancy for the position of 
RESIDENT MEDICAL OFFICER (chest diseases) (Junior 
Hospital Medica) Officer status) at the above Hospital of 69 
Beds. Salary £775 (for an Officer appointed not less than 2 
years after registration as a medical practitioner )}—£50-—£1075 p.a. 
The Officer appointed would be expected to work under the 
general direction of the Chest Physician, Ilford, and to under- 
take some duties at Ilford Chest Clinic as may be directed by the 
Chest Physician. 

Applications, stating age, qualifications and previous experi- 
ence, together with recent testimonials, should be sent to the 
undersigned within 7 days of the appearance of this advertise- 
ment. I. F. HARRIS, Group Secretary. 

King George Hospital, Ilford. 

ILFORD. KING GEORGE HOSPITAL. There will be a 
vacancy for a CASUALTY OFFICER at the above Hospital 
on 13th June, 1955, at a salary of £745 p.a., less £145 p.a. 
emoluments. Senior House Officer grade. This post is recognised 
for the F.R.C.S. 

Applications, giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 

H. F. HARRIS, Secretary, 

Ilford and Barking Group Hospital Management Committee. 

King George Hospital, Ilford. 

IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent 

Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(356 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consulting Surgeon, vacant on 
22nd May, 1955. The post is recognised for pre-registration and 
for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
KAST ANGLIAN REGIONAL HOSPITAL BOARD. SURGICAL REGIS- 
TRAR. Post recognised for F.R.C.S. Appointment for 1 year, 
renewable for second year. 

Applications, stating age, experience, and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
16th May, 1955. Candidates invited to visit Hospital by direct 
arrangement with Hospital Management Committee Secretary 
at the Hospital. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WKST MIDDLESEX HOSPITAL MANAGEMENT COMMITTER. SENIOR 
HOUSE OFFICER (Orthopedic Unit). Post recognised for 
¥F.R.C.S. Candidates shou'd have held medical and general 
surgical posts and preference will be given to those who have 
also had orthopedic experience. 

Applications, stating age, experience and qualifications, 

enclosing up to 3 testimonials, to Group Secretary, West Middle- 
sex Hospital, Isleworth, by 10th May, 1955. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER required for Psychiatric Unit. Duties 
mainly in observation wards. Post recognised by Conjoint as 
D.P.M. training post. 

Applications, stating age, nationality, qualifications and 
experience. with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, by 14th May, 
1955. 

KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical practitioners for the post of CLINICAL 
ASSISTANT (dermatology), £175 p.a. rate. The successful 
candidate will be required to assist the Dermatologist at Kingston 
Hospital for 1 session per week, mainly on Thursday mornings. 

Applications, stating age, qualifications and experience, 

together with names of 2 referees to whom application may 
be made, shovld reach the Physician-Superintendent of the 
Hospital not later than 7th May, 1955. 
KIRKCALDY GENERAL HOSPITAL. Applications are 
invited for a post as REGISTRAR in the Casualty Department 
to take up duties forthwith. Residence in the Hospital desirable 
but not obligatory. 

Apply in writing, with 2 references or testimonials, to the 
Medical Superintendent, East Fife Hospitals Board of Manage- 
ment, 243a, High-street, Kirkcaldy. 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) Applications are invited for HOUSE 
OFFICER (anesthetics). The post is recognised for D.A. 

Applications to Hospital Secretary. 

LEEDS. MEANWOOD PARK HOSPITAL, 
lane, LEEDS, 6. (831 Beds—mental deficiency.) LkEDS (GROUP B) 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (resident) required. Single accommoda- 
tion available. 

Application Medical 

Superintendent. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
MATERNITY HOSPITAL AT LEEDS. SENIOR HOUSE OFFICER 
required for the Pediatric Unit for a period of 1 year. Post 
vacant 5th July, 1955. Successful applicant will work under 
the direction of the Professor of Prediatrics and Child Health. 
Previous obstetrical experience would be an advantage but is 
not essential. 

Applications, stating age, qualifications, previous posts with 
dates, and the names of 2 referees, should be sent to the Secretary 
to the Board at the General Infirmary at Leeds. 


testimonials, to the 
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LEEDS, 9. ST. JAMES’S HOSPITAL (South). Leeds 
A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appoint- 
ment of DEPUTY RESIDENT MEDICAL OFFICER (Senior 
House Officer), vacant approximately Ist July, 1955. The 
appointment will be for a period of 1 year and the salary will be 
in accordance with the agreed terms and conditions of service 
of hospital medical and dental staffs—namely, £745 p.a., with an 
appropriate deduction in respect of board, lodgings and other 
services provided. 

Applications, stating age. qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9. 


LEEDS REGIONAL HOSPITAL BOARD invites appli- 
cations for the following REGISTRAR posts :— 
Anesthetics 

Duties at hospitals in the Huddersfield Hospital Management 
Committee Group (resident or non-resident). 

General Medicine 

(a) York A and Tadcaster Group (non-resident) (120 general 
medical beds). 

(>) Harrogate and Ripon Group. Includes some duties in 
peediatrics (45 general medical and 20 perediatric beds). 

(c) Regional Rheumatism Centre, Harrogate (240 Beds) 
(9 sessions), and the Rheumatism Clinic, General Infirmary at 
Leeds (2 sessions). Resident at Royal Bath Hospital, 
Harrogate. 

Geriatrics 

Duties in the Bradford A and B Groups. Work primarily 
with Consultant Geriatrician in Admission Unit at St. Luke’s 
Hospital, with additional duties at Thornton View Hospital. 
Offers excellent experience of an area geriatric service. Aggregate 
of 728 beds. 

General Surgery 

(a) Victoria Hospital, Keighley (55 surgical beds). Recognised 
for F.R.C.S, 

(b) General Hospital, Otley (50 surgical beds). recognised for 
F.R.C.S. Consulting staff mainly from Leeds Teaching Hospital. 
Appointment includes 2 sessions clinical work at the General 
Infirmary, Leeds. Resident married quarters available. 
Obstetrics and Gynecology 

(a) Duties in the Dewsbury, Batley and Mirfield Group 
(resident). Not yet recognised for M.R.C.O.G. 

(b) Duties at hospitals in the Hull A Group (84 obstetric and 
74 gynrecological beds). Recognised for M.R.C.0.G. (Resident.) 

(ec) Duties at Halifax Genera] Hospital with additional duties 
at the Royal Halifax Infirmary (130 obstetric and 50 gyneco- 
logical beds). Recognised for M.R.C.0.G. (Resident.) 
Orthopedic Surae 

Duties mainly at Pinderfields General Hospital, Wakefield 
(70 short-stay and 160 long-stay orthopedic beds) and at other 
hospitals in the Wakefield A and B Groups (resident). 
Psychiatry 

(a) Duties at Broadgate Hospital, Beverley (600 Beds). 
Accommodation for single person (resident/non-resident ). 

(b) Menston Hospital, Menston, near Leeds (2500 Beds) 
(resident or non-resident ). 

(c) Duties at De la Pole Hospital, Willerby, East Yorkshire, 
and associated clinics (resident or non-resident). 

If desired facilities for attendance at the Leeds University 
will be provided if the successful candidates are studying for the 
D.P.M. 


Applications, stating age, qualifications and details of appoint- 
ments held showing dates, with names and addresses of 3 referees, 
to the Secretary, Joint Registrars Committee, Park-parade, 
Harrogate, by Thursday, 5th May. 1955. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions from recent graduates with at least 1 years experience in 
hospital work for 2 posts in the SENIOR HOUSE OFFICER 
grade providing a course of training in pathology (morbid 
anatomy, chemical pathology, bacteriology and hrematology) 
at the Leeds Medical School for those who wish to equip them- 
selves for work as Registrars in the Pathological Service. These 
posts will be tenable normally for 2 years, subject to satisfactory 
progress, the first year at the Leeds Medical School, and the 
second in a selected Regional Hospital Board Laboratory. The 
successful applicants will be expected to take up duty on or 
about Ist July, 1955. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Park-parade, Harrogate, not later than 5th May, 1955. 


LEEDS. SEACROFT HOSPITAL, York-road. Senior 
HOUSE OFFICER for children’s surgical and E.N.T. wards. 

Applications to Chief Administrative Officer. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
unit, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (surgical). Salary £745 p.a., less £150 p.a. residential 
emoluments. The appointment is tenable for 6 months and may 
be extended for a further period of 6 months. Experience will 
be gained in all branches of thoracic surgery,-ineluding cardiac 
surgery. The post is recognised for the Final Fellowship. 

Applications, giving age, qualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to 
the Department of Thoracic Surgery, Leicester Isolation Hospital 
and Chest Unit. 
LEICESTER ROYAL INFIRMARY. 
REGIONAL HOSPITAL BOARD. Whole-time 
REGISTRAR (ophthalmology) required. 
year in first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th May. 1955, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 


(507 Beds.) Sheffield 
NON-RESIDENT 
Appointment for 1 
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LINCOLN COUNTY HOSPITAL. Locum Senior House 
OFFICER in Anesthetics required for the whole or part of May. 
Applications to the Secretary. 


MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applic ations are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. De partment of the 
above Hospital. Post now vacant. There are 55 E.N.T. 
beds and 6 specialist operating sessions each week. Valuable 
experience is available, and the post is recognised for the purpose 
of the F.R.C.S. and the D.L.O. Salary will be £745 a year, less 
£150 a year for reside ntial emoluments. 

Applications immediately to the Administrative Officer, Kent 
Cc ounty Ophthalmic and Aural Hospital. Maidstone. Kent. 


MANCHESTER REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in Radiology in the South Man- 
chester Group of hospitals, mainly at Withington Hospital. 
Arrangements may later be made for the successful applicant 
to transfer to the United Manchester Hospitals for further 
training. 

Application forms obtainable from the Senior Administrative 
Medical Officer of the Board, Cheetwood-road, Manchester, 8, 
should be returned by 9th May, 1955. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
Pies for the non-resident post of REGISTRAR to the 

E.N.T. Department of the Stockport and Buxton Hospital 
Management C ommittee. The main duties will be at Stockport 
Infirmary with some duties at other hospitals in the Group. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, to be forwarded to 
the undersigned, immediately. 


PRICE, Group Secretary. 
__59R, Shaw-heath, Stockport, Chashios 





MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for 2 SENIOR REGISTRARS (whole-time posts) non-resident. 
Tenable for 12 months, subject to renewal. Previous experience 
in ophthalmology essential. The terms and conditions of service 
for hospital medical and dental staffs will apply 

Applications to be made on forms obtainable from the under- 
signed. (Closing date 30th April, 1955.) 

F. J. CABLE, Secretary to the Board of Governors. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for SENIOR HOUSE OFFICER post. Salary £745 p.a., less 
£155 p.a. for residential emoluments. 
Application forms may be obtained from the undersigned. 
H. R. Nortnu, General Superintendent. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to a General Medical Unit, to commence on 
23rd July, 1955. Whole-time non-resident post, tenable for 6 
months. renewable for a second and possibly a third 6 months. 
Application forms obtainable — the undersigned, to be 
returned by 21st May, 1955. . H. TAYtoR, Secretary. 


MANCHESTER. UNITED porns HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. 3 RESIDENT 
CLINICAL PATHOLOGISTS (Senior House Officer grade) 
to commence on Ist and 17th August and Ist September. 1955. 
Whole-time appointments for 12 months, with a deduction of 
£155 p.a. for residence. Applicants should have held House 
appointments. Previous laboratory experience is not essential. 
Duties consist of routine clinical pathology under the Director 
of the Department of Clinical Pathology. 

Applications to be made on forms obtainable from the under- 
signed and to be returned not later than 2ist May, 1955. 

3. H. TAYLOR, Secretary. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for 3 posts of HOUSE OFFICER in Gyneecology. Applicants 
must have had previous hospital experience in medicine and 
surgery. The posts are recognised for the purposes of the 
M.R.C.O.G, examination. The appointment is for 6 months 
—— “a Ist July, 1955. Salary in accordance with national 
scaie 

Application forms may be obtained from the undersigned and 
returned not later than yr % May, 1955. 

R. Wise, General one. 
Saint Mary’s Hospitals, AW hitworth Park, Manchester, 13 


MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. ECCLES AND PATRICROFT HOSPITAL. 
(General Hospital—48 Beds.) 1 HOUSE OFFICER required 
ost-registration). Post vacant Ist May, 1955. Additional 
allowance of £50 p.a. The work of the Hospital is mainly 
surgical and there is a busy Outpatient Department. 
Forms from Secretary, Park Hospital, Davyhulme. 


MANCHESTER. WYTHENSHAWE HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the following posts at the above Hospital. 

(1) RESIDE iy CLINICAL PATHOLOGIST (Senior House 

Yfficer grade 

(2) RESIDENT SENIOR HOUSE OFFICER (surgical). 

Applic vations, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded immediately to 
the Group Secretary, Withington Hospital, Manchester, 20. 


MANSFIELD AND DISTRICT HOSPITAL. (206 Beds. 
Recognised training hospital for D.A. and F.F.A.R.C.S.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
REGISTRAR (anesthetics) required. Post becomes vacant 
ist August. Appointment for 1 year in the first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th May, 1955, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 





NEWCASTLE GENERAL HOSPITAL. (838 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT CASUALTY OFFICER required for the Casualty 
Department (Junior Hospital Medical Officer grade). Salary 
£775-£1075 p.a. The post provides excellent postgraduate 
training for future general practice and other branches of 
medicine. The post may be tenable for 3 or 4 years with a 
possibility of extension in exceptional circumstances. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials. bs 
NEWCASTLE REGIONAL HOSPITAL BOARD. 

a upon Tyne Hospital Management Com- 
mittee 

SENIOR REGISTRAR ANASTHETIST  (whole-time), 
Newcastle General Hospital (838 Beds, including 309 surgical 
beds) and allied hospitals. 

South Shields Hospital Management Committee 

REGISTRAR ANASSTHETIST TT ah resident or 
non-resident. Post recognised for F.F.A.R.C.S, 

Hexham Hospital Management Committee 

REGISTRAR ORTHOPADIC SURGEON (whole- ane), 
Hexham General Hospital (120 orthopedic beds). Marri 
accommodation available. 

Tees-side Hospital Mana ponent Committee 

REGISTRAR PATHOL OGIS (2), whole-time for Area 
Group Laboratory. yee wee ny offer excellent opportunities 
for training in all branches of clinical pathology. 

Sunderland Tuberculosis Administrative Area (Popu- 
lation : 318,827) 

REGISTRAR CHEST PHYSICIAN (whole-time). Unit 
comprises modern Chest Clinic in Sunderland Royal Infirmary, 
with 125 local tuberculosis and non-tuberculosis beds. Also 
appointee will have duties at Seaham Hall Sanatorium, particu- 
larly in connection with a 42-Bed Thoracic Surgical Unit. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, “‘ Blythswood South,’’ Osborne- 
road, Newcastle upon Tyne, 2, within 14 days. 


‘NEWMARKET GENERAL HOSPITAL, Newmarket. 


Applications invited for the post,-now vacant, of SENIOR 
HOUSE OFFICER, for orthopedic and casualty duties. 

Applications, with 3 testimonials, to the Physician-Superin- 
tendent. 
NEWPORT, MONMOUTHSHIRE. ROYAL QWENT 
HOSPITAL. (260 Beds. 10 Residents. Recognised F.R.C.S.) 
SENIOR HOU SE OFFICER required for Casualty Department 
immediately. This is the base Hospital in the Group and 
all medical and surgical emergencies are admitted through 
casualty, which is under the full-time charge of a Senior Hospital 
Medica Officer, there being also 2 Senior House Officers. A new 
Department with excellent facilities and accommodation has 
recently been opened. Post recognised F.R.C.S. for 6 months 
and tenable 6 or 12 months as desired. Salary £745, less £125 
board-residence. 

ge quoting 2 referees, to T. A. JonEs, Group Secretary. 

64, Cardiff-road, Newport, Mon. 
NEWPORT, MONMOUTHSHIRE. ST. WOOLOS HOS- 
PITAL, (379 Beds.) SENIOR HOUSE OFFICER (general 
surgery ) required, non-resident. The post is Socuie character. 
covering 56 Beds with the Consultant (e: solely here) an 
a House Surgeon. Good opportunity for further practical 


a 
/rite, qaoting 2 referces, to T. A. Jonus, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Whole-time GYNASCOLOGICAL AND OBSTE- 
TRIC REGISTRAR (resident), required for duties mainly at 
St. Albans City Hospital (384 Beds). Hospital may be visited 
by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Mid Herts Group Hospital Management Committee, 
Bleak House, Catherine-street, St. Albans, by 9th May 1955. 
NOTTINGHAM GENERAL HOSPITAL. Senior Surgical 
HOUSE OFFICER required at the above Hospital. 300d 
opportunity of obtaining operating experience in general surgery. 
Recognised for the F.R.C.S. Duties to commence as s00n as 
possible. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary, General Hospital, Nottingham. 
ee ey HOSPITAL. Hogarth Radio- 
THERAPY CENTR vacancy € xists at the above Centre for a 
SENIOR HOU SE OFFIC ER in ne or REGISTRAR 
(if in possession of Part I, D.M.R.T.) in Radiotherapy. The 
Centre is recognised as a Training School for both Part and II 
D.M.R.T. (Royal Colleges of London) in conjunction with the 
University of Nottingham, and instruction for this examination 
can be given to those interested and suitable. The position 
offers excellent experience for persons studying for other post- 
graduate degrees. 

Apply as soon as possible, stating age, qualifications and 
experience, together with names of 3 referees, to the Group 
Secretary, General Hospital, Nottingham. — : me 
NOTTINGHAM GENERAL HOSPITAL. (441 Beds. 
Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT or NON-RESIDENT 
CASUALTY REGISTRAR required. This busy department 
provides excellent experience. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
ae nS road, Sheffield, by 9th May, 1955, giving age, nation- 
ality, qualifications, prese nt and previous appointments with 
dates, naming 3 referees. 

NOTTINGHAM. CITY HOSPITAL. (804 | Beds.) | Locum 
RESIDENT SENIOR HOUSE + adage” 7 (thoracic surgery) 
required immediately until 22nd May, 

Apply Hospital Secretary, Wudetbsced, Nottingham. 
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NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Locum 
RESIDENT SENIOR HOUSE OFFICER (orthopedic) 
required for the period Ist May, 1955—22nd May, 1955. 

Apply Hospital Secretary, Hucknall-road, Nottingham. 
OTLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
Applications are invited from registered medical practitioners 
for the post of SENIOR HOUSE OFFICER in General and 
Orthopeedic Surgery. 50 surgical beds in a 170-Bedded hospital 
with full Consultant staff who are members of the Teaching staff 
of Leeds University. Duties to commence as soon as possible. 

Applications, stating full particulars of age, nationality and 
experience, together with the names of 2 referees, to the under- 
signed as soon as — le. 

=. W. Best, Group Secretary, 

Ilkley pee Otle vy Hospital Management Committee. 
OXFORD. LITTLEMORE (MENTAL) HOSPITAL. 
Applications invited for the post of SENIOR HOUSE OFFICER. 
Previous experience as House Surgeon or Physician essential. 
Previous psychiatric experience unnecessary. The Physician 
appointed will work primarily in the Insulin Therapy Clinic and 
with a Senior Consultant at outpatient clinics. There are ample 
facilities for postgraduate study in a teaching general hospital. 
Salary £745 p.a. 

Apply Physician-Superintendent. 

OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited for the whole-time non-resident post of REGISTRAR 
in E.N.T. Surgery to the hospitals of the Aylesbury/High 
Wycombe area. The post is recognised for the D.L.O. and 
F.R.C.S. The appointment will be for 1 year and eligible for 
extension to a second year. 

Applications on forms obtainable from the Secretary, Regis- 

trar Committee, 43, Banburg-road, Oxford, should reach him 
by 21st May. 
OXFORD. UNITED OXFORD HOSPITALS. Applications 
invited for post of HOUSE SURGEON to the Accident Service, 
Radcliffe Infirmary, for 6 months with effect from Ist June, 1955 
(45 Beds). Duties include 2 months head injuries, 2 months 
male and 2 months female and children’s ward, in addition to 
Casualty Department. 

Apply, stating age, qualifications and experience, together 
with names of 2 referees, to Administrator, Radcliffe Infirmary, 
Oxford, by 1 3th May, 1955. 

PENZANCE. WEST CORNWALL HOSPITAL. West 
CORNWALL HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of HOUSE PHYSICIAN, to commence 
duty on 16th May, 1955. Recognised as Pre-registration post. 

Applications to the Hospital Secretary. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. HOUSE SURGEON (pre-registration post), vacant 
Ist May, 1955. 
Applications, stating age, nationality, 
experience, with names of 3 referees, to be sent to— 
ARTHUR R. CasHu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 


qualifications, and 





PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL. DEPARTMENT OF OBSTETRICS AND GYNACOLOGY. 
HOUSE OFFICER in Obstetrics and Gynecology, vacant 


Ist July, 1955. 
College of Obstetricians and Gynecologists. 
can be obtained in obstetrics, including antenatal 
natal clinics. 
Applications, stating age, nationality, qualifications 
experience, with names of 3 referees, to be sent to 
ARTHUR R. CasuH, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 


Recognised for the Membership of the Royal 
Wide experience 
and post- 


and 


7, Nelson-gardens, Stoke, Plymouth. 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE (316 Beds and large Outpatient 


Base Hospital serving population 
of 174,000.—Recognised for Me ‘mbership and D.Obst.R.C.0.G., 
F.R.C.8S., D.C.H., F.F.A.R.C. D.A.). PONTYPRIDD AND 
RHONDDA HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (obstetrics and gynecology) (to include 
duties at the Llwynypia Hospital). 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Courthouse-street, Pontypridd. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE Applications are invited for the following 
appointments : 

Saint Mary's Hospital 

HOUSE SURGEON (20 general surgical beds, 20 thoracic 
beds, 10 radiotherapy beds), pre-registration, vacant now. 
Queen Alexandra Hospital 

ae tam HOUSE PHYSICIAN (78 Beds), vacant Ist May, 
9 

HOU SE PHYSICIAN (62 Beds), pre-registration post, vacant 
29th June, 1955 
Royal Portsmouth Hospital 

_— PHYSICIAN (65 Be ds), pre-registration post, vacant 
Ist July, 1955. 

Applications, stating age, 
together with names of 2 referees, 
as possible to L. C. Rogers. 

35, Grove-road South. Southsea. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the following appoint- 
ment : 

Queen Alexandra Hospital, Cosham 

Full-time NON-RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER (dermatology—-24 Beds). The appointment includes 
eutpatient duties at other hospitals. 

Applications, stating age, experience and qualifications, 
together with names of 2 referees, should be forwarded as soon 
as possible to L. C. ROGERS. 


Department. Committee's 


and qualifications, 
forwarded as soon 


experience 
should be 


35, Grove-road South, Southsea. 
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RADCLIFFE-ON-TRENT. SAXONDALE HOSPITAL. 
(939 Beds. Recognised for training for D.P.M.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR (psychi- 
atry) required. Single accommodation is available. Appointment 
for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
eae =< holy Sheffield, by 9th May, 1955, giving age, nation- 


ality, qualifications, present and previous appointments with 
dates, naming 3 referees. ; 
READING. ROYAL BERKSHIRE HOSPITAL. (403 


Beds.) Applications are invited from registered medical practi- 
tioners for 1 of 2 posts as RESIDENT ASSISTANT PATHO- 
LOGIST, vacant 6th June for period of 6 months. Salary £525 p.a. 

Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to Secretary. 
REDHILL AND CROYDON GROUP HOSPITAL MAN- 
AGEMENT COMMITTEES. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Chest Medicine. Assistant 
to Consultant Chest Physician in Redhill and Purley Chest 
Clinic areas with combined population of 205,700 and combined 
register of 1000. Post becomes vacant on 23rd June, 1955. 
The work includes clinic and hospital duties (49 beds) and also 
preventive work under Local Authority schemes. _ Applicants 
may visit Redhill clinic by arrangement with Consultant. 

Apply to Group Secretary, Redhill Group Hospital Manage- 
ment Committee, Earlswood Mount, Pendleton-road, Redhill, 
Surrey 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL. REGISTRAR in Anesthetics, required for duties in 
Group, primarily at Redhill County Hospital. Recognised for 
D.A. Post vacant July, 1955. Married quarters available. _ 

Application forms from Group Secretary, Redhill Hospital 
Management Committee, Earlswood Mount, Redhill, Surrey. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL. (453 staffed beds.) RESIDENT HOUSE SURGEON 
spies registration post), vacant 28th May. Recognised for 
F.R.( 


Group Secretary, Redhill Hospital Management 
Earlswood Mount, Redhill, Surrey (Redhill 3581). 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road. (139 Beds.) HOUSE SURGEON (Male) required, pre- 
ferably second appointment. 

Apply to the Hospital Secretary. 
RETFORD, NOTTINGHAMSHIRE. 


Soar 
Committee, 


RAMPTON HOS- 


PITAL for mental defectives exhibiting conduct disorders. 
(1143 Beds.) REGISTRAR. Hos 2 recognised for D.P.M. 
training. House or quarters availab 

Applications, naming 3 referees, to Medical Superintendent 
by 14th May, 1955. Candidates may visit Hospital by appoint- 
ment. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. Applica- 
tions are inv ited from pre-registratiog candidates for 6-month 
HOUSE SURGEON appointment (recognised for F.R.C.S.) at 
the above Hospital, to be followed, subject to satisfactory 
service, by a 6-month House Physician appointment. Post vacant 
mid-May. 

Applications, accompanied by 1 testhenental, to reach the 
undersigned by 9th May, 1955. J. C. Fre.p, Secretary. 
ROMFORD, ESSEX. SLOCHUNGH HOSPITAL. (722 
Beds. ) HOUSE SURGEON (resident) required from Ist June, 
1955, in the Obstetric and Gynecological Unit consisting of 
96 obstetric beds and 52 gynecological beds. Post is approved 
for pre-registration purposes and recognised for D.Obst.R.C.O.G. 
and M.R.C.O.G. 

Apply to Group Secretary, Romford Group Hospital Manage- 
ment Committee, Oldchurch Hospital. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. 
RESIDENT HOUSE SURGEON (Male) required. 
approved for pre-registration purposes. ) 

Applications should be forwarded immediately to the Secre- 


(99 Beds.) 
(Post not 


tary. Romford Group Hospital Management Committee, 
Oldchurch Hospital. Romford. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 


PITAL BOARD. Applications are invited for a whole-time appoint- 
ment till 3ist December, 1956, of a Transitional SENIOR 
REGISTRAR in Surgery at Peel Hospital, Galashiels. The 
salary will be at the rate of £1400 p.a., and the person appointed 
should have already completed the greater part of his Senior 
Registrar training in surgery. Unmarried accommodation 
is available at the Hospital. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be submitted to ‘a? Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
by 14th May, 1955. 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments, which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Psychiatry based at Stobhill 

Hospital, Glasgow. 

REGISTRAR in Surgery, based at Stobhill Hospital, Glas- 

gow, but with primary duties at Falkirk Royal Infirmary. 

These appointments are subject to the National Health 
Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 2Iist May, 1955. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT HOUSE SURGEON (Orthopedic 
Department) which is open to pre-registration candidates, and 
which becomes vacant at the end of April, 1955. The Depart- 
ment has 35 Beds and a large outpatient turnover. 

Applications, stating age, nationality, qualifications, experi- 
ence, and naming 2 referees, to the Group Secretary, tock 
Hospital, Salisbury. 
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SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT or NON-RESIDENT CASUALTY 
OFFICER (Senior House Officer) for a period of 12 months. 
Post is recognised for F.R.C.S. and is vacant early May. 

Applications, naming 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Psychiatry required for Middle- 
wood Hospital, Sheffield (2089 Beds). D.P.M. essential. House 
available. Appointment for 1 year in the first instance, review- 
able annually. Opportunity for research and experience in the 
special branches of psychiatry available in the Hospital area. 

Application forms and further details obtainable from Senior 

Administrative Medical Officer, Sheffield Regional Hospital 
Board Old Fulwood-road, Sheffield, Forms to be returned by 
16th May, 1955. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR REGISTRAR 
in Chest Diseases for the Leicester Isolation Hospital and Chest 
Unit, Groby-road, Leicester. Clinical duties mainly concerned 
with chest work but candidates should have general medical 
experience and special experience in the treatment of chest 
diseases and tuberculosis. Appointment for 1 year in the first 
instance, reviewable annually. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, and naming 3 referees, 
to the Secretary, Sheffield + -*? Dee Board, Old 
Fulwood-road, Sheffield, by 9th May, 55. 


SHEFFIELD REGIONAL at ae BOARD. Tem- 
porary NON-RESIDENT SENIOR REGISTRAR (radio- 
therapy) required at the Sheffield National Centre for Radio- 
therapy, to fill a vacancy during the present incumbent’s period 
of national service. Appointment for initial period of 1 year, 
a be extended to 2 years. Applicants should possess 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 9th May, 1955, giving age, 
nationality, qualifications, present and previous appointments 
with dates, date available, and naming 3 referees. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
CHILDREN’S HOSPITAL UNIT. Applications invited for a RESI- 
DENT REGISTRAR to the Peediatric Professorial Unit at the 
above Hospital. Required for period commencing 17th June, 
1955, and ending on 3lst July, 1956. Successful candidates 
may be required to work in the Neonatal Department of the 
Jessop Hospital for Women. 

Applications, stating age, qualifications and experience, 
with the names of 3 referees, should be sent not later than 10th 
May, 1955, to the Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1. 


SHREWSBURY. ROYAL SALOP INFIRMARY, CHIL- 
DREN'S UNIT. SHREWSBURY HOSPITAL GROUP. SENIOR HOUSE 
OFFICER or HOUSE OFFICER (peediatric), vacant 28th May, 
1965. The Unit consists of medical, surgical and fever beds. 
Applications, with copy testimonials, to Grovp Secretary, 
Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) SHREWSBURY HOSPITAL GROUP. 
HOUSE PHYSICIAN (for Pre-registration Service), vacant 
immediately. 

Applications, with copy testimonials, to Group Secretary, 

Royal Salop Infirmary, Shrewsbury. 
SIDCUP AND SWANLEY HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered medical 
practitioners with experience for the post of SENIOR HOUSE 
OFFICER (gynecology ) with some general surgical duties. The 
appointment will be for a period of 6 months from mid-May, 
1955. The post is recognised by the R.C.S. of England under 
the regulations for the Fellowship and gives excellent experience 
of emergencies with a rapid turnover. Salary at the rate of 
£745 p.a., less £150 p.a. for residential emoluments. 

Applications. stating age, qualifications and experience, 
together with the names and addresses of 2 referees, should be 
a to the Secretary at Queen Mary’s Hospital, Sidcup, 

ent. 

SIDCUP, KENT. QUEEN MARY'S HOSPITAL. Sidcup 
AND SWANLEY HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (ortho- 
pedics). Salary £745 p.a. The post, which will be vacant from 
mid-May, 1955, offers good facilities for experience in this 
specialty and is recognised for the examinations of the Royal 
College of Surgeons. The Hospital is situated in pleasant 
surroundings and is within half an hour’s travelling time of 
London. 

x Applications to the Secretary, Queen Mary’s Hospital, Sidcup, 
cent. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOS- 
PITAL. WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON required, pre-registration post, vacant 
Ist June. 

Applications, stating age and qualifications, to Hospital 
Secretary, before 12th May. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE OFFICER (casualty) required 30th April. 

Applications, stating age and qualifications, together with 

2 testimonials, to Hospital Secretary. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds. Recognised for F.R.C.S.) RESIDENT HOUSE 
SURGEON required about 6th June. Pre-registration candi- 
dates eligible. 

Applications, with copies of testimonials. should be forwarded 
to the Group Secretary, Southampton Group Hospital Manage- 
ment Committee, Bullar-street, Southampton, as soon as 
possible. 





SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds) AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required from 9th ore. 
This post is recognised for the F.R.C.S. (Eng.) and D. e's 
examinations and provides experience in all branches of E.N 
work, including yom ae The Group includes a Seana 
and distributing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 
ampton. 

SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O. Examination.) RESIDENT SENIOR 
HOUSE OFFICER required immediately. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHPORT GENERAL INFIRMARY. (Recognised 
for F.R.C.S. and pre-registration.) HOUSE SURGEON (general 
surgery and gynecology). Post vacant late May or early June. 

Apply to Group Secretary, Southport and District Hospital 
Management Committee, Promenade Hospital, Southport. 
SOUTH SOMERSET CLINICAL AREA. South-Western 
REGIONAL HOSPITAL BOARD. Applications are invited from 
registered medical practitioners in general practice for the 
appointment of CLINICAL ASSISTANT in Orthopedic and 
Traumatic Surgery to undertake 1 weekly session (on Tuesday 
afternoons or Thursday mornings) at East Reach Hospital, 
Taunton. The successful candidate will work under the general 
direction of thé Consultant Orthopedic Surgeons. Previous 
experience in orthopedic or traumatic surgery is essential. 
Payment will be at the rate of £175 p.a. per weekly 34-hour 
session. 

Applications, stating date of birth, qualifications. and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27, 
Tyndalis Park-road, Bristol, 8, not later than 14th May, 1955. 
STOCKPORT INFIRMARY, Stockport. (162 Beds.) 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (Assistant Resident Surgical Officer), feneral and 
orthopeedics. The post is recognised for the F.R.C. 

Applications, stating age, experience, and eg 

together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 598, Shaw-heath, Stockport, Cheshire. 
STOCKPORT INFIRMARY. Stockport and Buxton 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (non-resident 
Casualty Officer), vacant 13th June, 1955. Hours of duty : 
8.30 a.M.—4.30 P.M. Monday-Friday ; 8.30 A.M.—NOON ge 
The post is recognised under F.R.C.S. regulations and would 
suit a candidate wishing to study for higher qualification. 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, to_be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport, to arrive no later than 
18th May, 1955. 
STOCKPORT. 
Beds.) STOCKPORT AND BUXTON HOSPITAL MANAGEMENT COM- 
MITTEE. gee are invited for the post of SENIOR 
HOUSE OFFICER (pediatrics). The post which may be either 
resident or non-resident, becomes vacant on Ist August, 1955. 

Applications, stating age, qualifications and experience, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stoc kport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport, to arrive no later 
than 18th May, 1955. * er 
SULLY HOSPITAL, Sully, Glamorganshire. (Thoracic 
Centre of 324 Beds.) CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (medical) required 
immediately at above Hospital. Experience gained in investiga- 
tion and treatment of lung and heart conditions. 

Form of application from Group Secretary, 44, Cathedral- 
road, Cardiff 
SWANSEA HOSPITAL, Swansea. Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners 
are invited to apply for the appointment of SENIOR HOUSE 
OFFICER in the Ophthalmic Department of the above Hos- 
pital. The post is recognised for the F.R.C.S. (Eng.) and D.O. 
examinations. 

Applications, stating age, qualifications and experience, 
should be addressed to the Hospital Secretary. F 
SWINDON HOSPITAL GROUP. (507 Beds.) Applica- 
tions are invited for the sppurine nt of RESIDENT CASUALTY 
AND ORTHOPZ DIC OFFICER (Senior House Officer grade, 
£745 p.a.) at Great Western Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of years training under Fellowship 
regulations. Work of Accident and Orthopedic Department, 
associated with Wingfield-Morris Orthopedic Hospital, Oxford, 
includes large number of industrial injuries. Residential emolu- 
ments £145 p.a. 

Full details, with copies of 3 recent testimonials, to Secretary, 

7, Okus-road, Swindon, as soon as possible. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
Locum Tenens GYNASCOLOGICAL AND OBSTETRIC 
REGISTRAR (resident) required for duties mainly at the above 
Hospital as from 14th May, 1955, pending whole-time appoint- 
ment. 

Applications to Group Secretary, Mid Herts Group Hospital 
Management Committee, Bleak House, Catherine-street, 
‘t. Albans. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (of ophthal- 
mology) required. Recognised F.R.C.S. and D.O. 

Applications to Group Secretary, Hospital Management Com- 
mittee, Princes-road, Stoke-on-Trent. 


STEPPING HILL HOSPITAL. (490 
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STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
in Orthoperedics, vacant shortly. 

Applications (2 references) to Group Secretary, Hospital 
Management Committee. Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) SENIOR HOUSE OFFICER 
(E.N.T.), vacant now. 

Applications (2 references) to Group Secretary, Hospital 

Management Committee, Princes-road, Stoke-on-Trent. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEF. Applications are invited for the appointment 
of RESIDENT HOUSE SURGEON (obstetrics) at Whiston 
Hospital, Prescot (892 Beds, of which 73 are obstetric beds). 
The post is recognised for the examination for the Diploma of 
the Royal College of Obstetricians and Gynecologists, and is 
available to pre-registration candidates. 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should he forwarded to the 
Secretary, Group Office, Whiston Hospital, Prescot, immediately. 
ST. HELENS. ECCLESTON HALL HOSPITAL. (75 
Beds. ) ST. HELENS AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEK. Applications are invited for the post of SENIOR 
HOUSE OFFICER at the above Hospital. The person appointed 
will work under the supervision of the Consultant Chest 
Physician for the Group. There are 75 Beds and the work 
comprises all types of tuberculosis. Good residential accom- 
modation for a single person, male or female, is available. 

Applications to be forwarded to N. RicHarps. Secretary. 

Group Office, Whiston Hospital, Prescot. 

TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. OBSTETRICAL AND GYNA®CO- 
LOGICAL REGISTRAR required at above Hospital. Post 
recognised for M.R.C.0.G. Hospital may be visited by direct 
appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, Windsor Group Hospital Management Committee, 
({lma-road, Windsor, by 13th May. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery and orthopedics) required 
at the above Hospital. This is a pre-registration post recognised 
for F.R.C.S. Salary and conditions of service in accordance 
with national recommendations. 

Applications to the Group Secretary at the above address. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery, E.N.T. and ophthalmo- 
logy) required at the above Hospital. This is a pre-registration 
post recognised for F.R.C.S. Salary and conditions of service 
in accordance with national recommendations. 

Applications to the Group Secretary at the above address. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery, gynecology and dental) 
required at the above Hospital. This is a pre-registration post 
recognised for F.R.C.S. Salary and conditions of service in 
accordance with national recommendations. 

Applications to the Group Secretary at the above address. 
WATFORD MATERNITY HOSPITAL, King-street, 
WATFORD. (58 Beds.) Applications are invited for the resident 





post of SENIOR OBSTETRICS OFFICER for duties com- 
mencing Ist June, 1955. Salary £745 p.a., less £155 p.a. for 
residential emoluments. Hospital recognised for M.R.C.O.G. 


examination. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and copies 
of 3 testimonials, should be sent to the Hospital Secretary as 
soon as possible after the appearance of this advertisement. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (198 Beds.) Applications are invited for the pre- 
registration post of CASUALTY AND ORTHOPADIC HOUSE 
SURGEON. Salary according to National Health Service scale. 

Applications, with copies of 2 testimonials, to the Adminis- 

trator. 
WATFORD. HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (198 Beds.) Applications are invited for the post of 
HOUSE SURGEON at the above Hospital. This is a pre- 
registration post. Salary according to the National Health 
Service scale. 

Applications, 
\dministrator. 
WATFORD. SHRODELLS HOSPITAL. (General Hos- 
pital—420 Beds.) Applications are invited for the post of 
SENIOR HOUSE OFFICER to the Geriatric Unit. This unit 
of 180 Beds under full-time Geriatrician offers excellent clinical 
experience in diagnosis and treatment of acute and other ill- 
nesses in the elderly. Full laboratory and radiological facilities 
available. Adequate time for reading. 

Applications, together with copies of not more than 2 testi- 
monials, to reach the Medical Officer-in-charge as soon as 
possible. 

WOLVERHAMPTON GROUP. 
Wolverhampton Eye Infirmary 
Outpatient Department. 
D.O.M.S. examinations) 

HOUSE OFFICER. 

Apply Secretary. The Royal Hospital. Wolverhampton. 
WINDSOR. KING EDWARD Vi! HOSPITAL. House 
PHYSICIAN (Male or Female) required for post vacant 8th June. 
Preference given to persons seeking pre-registration post. 
Applicants required to be members of a Medical Protection 
Society. 

Applications, 


with copies of recent testimonials, to the 


(100 Beds and busy 
Recognised for F.R.C.S. and 


with dates, and 
testimonials, to 


stating qualifications 


3 recent 


age, 


nationality, together with copies of 
Hospital Secretary. 
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WINDSOR. KING EDWARD Vii HOSPITAL. House 
SURGEON in General and Orthopedic Surgery required, Male 
or Female, for post vacant 8th June. Recognised for F.R.C.S. 
Preference given to person seeking pre-registration post 
Applicants required to be members of a Medical Protection 
Society. 

Applications, stating age, 
nationality, together with copies 
Hospital Secretary. 

WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general surgery), Pembroke County War 
Memorial Hospital, Haverfordwest (resident or non-resident). 

REGISTRAR (obstetrics and gynecology), Maelor General 
(591 Beds) and War Memorial (230 Beds) Hospitals, Wrexham 
(total of 60 obstetric and gynecological beds); and Trevalyn 
Maternity Hospital, Rossett, near Wrexham (45 Beds). Resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WEST FIFE HOSPITALS BOARD OF MANAGEMENT 
Applications are invited from suitably qualified medical practi- 
tioners, for the post of REGISTRAR (resident) at Glenlomond 
Hospital, by Kinross (140 Beds—respiratory and non-respira- 
tory tuberculosis). The post is superannuable under the National 
Health Service superannuation regulations. Salary and condi- 
tions of service in accordance with national agreements. 

Applications, giving full details of previous experience, should 
be lodged with the Physician-Superintendent, Glenlomond 
Hospital, by Kinross. 
WICKFORD (near), 





with dates and 


qualifications 1 é 
testimonials, to 


of recent 


ESSEX. RUNWELL HOSPITAL. 
(1032 Beds.) SENIOR HOUSE OFFICER (Male or Female) 
required for 1 of the Consultant’s Divisions and to assist in 
outpatient work. Excellent postgraduate facilities for D.P.M. 
Salary £745 ; residential charge £180. 

Applications, with copies of testimonials, to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON (post reccvgnised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
Ist June. 

Applications, with copies of 2 testimonials, to the Secretary. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
required immediately for Geriatric Department in the Group 
based at St. Mary’s Hospital, York (263 Beds). Salary £775 
£50—-£1075 p.a. Also Locum Tenens JUNIOR MEDICAL 
OFFICER for the same department required immediately. 
Salary £17 10s. per week. 

Applications, giving details of qualifications, experience, age 
and nationality, to the Secretary, Bootham Park, York. 
YORK. THE RETREAT. Locum Psychiatrist (Senior 
Registrar grade) required for The Retreat, York, for 6 months. 


Apply, with names of 2 referees, to the Physician-Super- 
intendent. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 


MENT COMMITTEE. 
Broadgate (Menta!) Hospital, Beverley, Yorks(650 Beds) 

JUNIOR HOSPITAL MEDICAL OFFICER _ required. 

Facilities for study. A flatlet is available in the Hospital. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley. 
YORKSHIRE. 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks (229 Beds) 

ORTHOP-EDIC HOUSE SURGEON (first, second, or third 
post). Offers good opportunity for general experience in busy 
acute general hospital. Approved pre-registration post. Fully 
qualified practitioners may apply. Recognised for F.R.C.S. 

Apply to Group Secretary. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for 8 whole-time posts as SENIOR 
HOUSE OFFICER in Clinical Pathology for the year com- 
mencing Ist October, 1955. The terms and conditions of the 
appointments will be in accordance with the Authority's 
application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned 
not later than 18th May, 1955. 
NORTHERN IRELAND TUBERCULOSIS AUTHORITY. 
Applications are invited for several whole-time posts as REGIS- 
TRARS in the service of the above-named Authority for the 
period Ist October, 1955, till 30th September, 1956. Appoint- 
ments will be made in either of 2 grades, viz., Senior Registrar 
or Principal Registrar, the analogous grades in Great Britain 
being Registrar and Senior Registrar. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Tuberculosis Authority, 27, Adelaide-street, Belfast, and which 
must be returned so as to be received not later than 11th May, 
1955 


EAST RIDING HOSPITAL MANAGE- 


U.S.A. THE UNIVERSITY OF TEXAS MEDICAL 
BRANCH HOSPITALS, PSYCHIATRIC RESIDENCIES: A 


few first-year positions are still available. 3-year programme 
includes open and closed divisions of Psychiatric Hospital, 
General Hospital Service, Outpatient Clinic, Adolescent Clinic and 
Child Guidance Centre. Supervised training in intensive psycho- 
therapy by Psychoanalysts using different theoretical approaches 
during second and third year. Didactic curriculum covers all areas 


from neuropathology to cultural anthropology. Supervised 
research projects by second and third-year residents are 
encouraged. First-year salary $2400. Applications for second 
and third year training will be considered from qualified 
applicants. 

Apply : Chairman, Department of Neurology and Psychiatry, 


University of Texas School of Medicine, Galveston, Texas. 
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U.S.A. BRIDGEPORT HOSPITAL, Bridgeport, Con- 
NECTICUT. Approved ROTATING INT ERNSHIPS available 
in a general hospital of 387 Beds and 60 bassinets ; approved 
residencies in medicine, surgery, obstetrics, pathology, radiology, 
and anesthesiology. Stipend of $190 per month in addition to full 
maintenance and uniforms. Exchange-visitor programme 
participant (P-619). 

Address inquiries to Chairman, Committee on Medical Educa- 
tion of Interns and Residents, Bridgeport Hospital, Bridgeport, 
10, Connecticut, 
U.S.A. JEWISH: HOSPITAL OF BROOKLYN, Brooklyn, 
38, NEW YORK. Hematology Residency, 1 year, fully approved, 
requisites ; 1 year Rotating Inte rnship in addition to 1 year 
Medical Residency, or 1 year of Pathology Residency, or 1 year 
Pediatric Residency, or equivalent. 

Apply Executive Director. 


u. S.A. UNION HOSPITAL, Fall. “River, Massachusetts, 
J.S.A. (207 Beds.) Applic ations are invited for 4 INTERNS 
~ serve for 1 year, starting Ist July, 1955. Rotating Intern 
training programme approved by the American Medical 
Association. Salary, $100 per month plus full maintenance, 
first 6 months; $150 per month plus full maintenance, second 6 
months. 
Apply Administrator. 


Public Appointments 


ANTRIM COUNTY HEALTH COMMITTEE. Northern 
IRELAND. ASSISTANT MEDICAL OFFICER required in the 
first instance for No. II Division (Ballymena and District). 
Qualifications : D.P.H. or equivalent and as prescribed in 
S.R. & O. (N.I.) 1948 No. 26. Duties : Child Welfare, School 
Medical Inspection, and others as directed by the County 
Medical Officer. Salary £950-£1300. Post superannuable, 
accrued rights transferable. Car essential, allowance on Com- 
mittee’s scale. Special consideration to ex-Service applicants. 
Canvassin, disqualifies. 

Apply by 20th May, 1955, on form obtainable from the 
Secretary, Rosstulla, Jordanstown, Whiteabbey, Belfast. 
BIRMINGHAM. CITY OF BIRMINGHAM EDUCATION 
COMMITTER. Applications are invited from registered medica] 
practitioners (Men or Women) for appointment as SCHOOL 
MEDICAL OFFICER in the School Health Service. The 
possession of a D.P.H. or D.C.H. will be an advantage. Salary 
in accordance with Whitley Council scale of £950-£50- £1300 p.a. 
Appointment is subject to the appropriate superannuation act 
and to the passing of a medical examination. 

Forms of application obtainable from the undersigned 
(stamped addressed enve lope) must be returned not later than 
16th May, 1955. © anvgsens, disqnalifics. 

RUSSELL, Chief Education Officer. 

Queen’s College Chanter 38A, Paradise-street, 

Birmingham, 1. 

DEPARTMENT OF HEALTH FOR SCOTLAND. Regional 
MEDICAL OFFICERS. The Civil Service Commissioners invite 
applications for 2 pensionable posts. Headquarters in Glasgow 
Inverness. Candidates must be registered medical practitioners 
of at least 10 years standing, with wide experience of general 
practice. The Inverness post calls for a sympathetic under- 
standing of the problems of rural medicine and of the National 
Health Service as a whole ; experience of public health work 
an advantage. Inclusive salary : Glasgow £1495 (at age 35) to 
£2050 ; Inverness £1455 (at age 35) to £2000. Starting salary 
according to age up to £1850 (Glasgow), £1800 (Inverness) at 
age 40 or over. 

Application form and further particulars from Establishment 
Officer (Room 30), Department of Health for Scotland, St. 
Andrew's House, Edinburgh, 1. Completed forms must reach 
Department by 14th May, 1955. 

EAST HAM. COUNTY BOROUGH OF EAST HAM. 
DEPUTY MEDICAL OFFICER OF HEALTH AND DEPUTY 
PRINCIPAL SCHOOL MEDICAL OFFICER. Applicants 
must be medical practitioners not more than 45 years of age 
with a Diploma in Sanitary Science, Public Health or State 
Medicine, and considerable clinical and administrative experience 
in Public Health and school medical work. Salary £1166 13s. 4d.— 
£50-£1416 13s. 4d. p.a. 

Further particulars and form of application peguenatie by 
9th May, 1955, from Town Clerk, Town Hall. East Ham. E.6. 
FACTORY DOCTORS. Factories Acts, 1937 a 1948. 
The following appointments as Appointed Factory Doctor are 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 
square, London, 8.W.1. 


District County 
BELLINGHAM NORTHUMBERLAND .. 14TH MAY, 1955 
FARNINGHAM .. KENT. Fe 14TH MAY, 1955 
LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSIST ANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Bolton- 
Bury, Chadderton, Lanc aster, and Leigh. lossession of D.P.H. 
desirable. Salary £950-£1300 p.a. Travelling and subsistence 
allowances where applicable. 

Application forms and other particulars from County Medical 
Officer, Serial 98, East Cliff ( ounty Offices, Preston. 


MANCHESTER. CITY OF MANCHESTER TRANSPORT 
DEPARTMENT. MEDICAL OFFICER. Applications are invited 
for this whole-time superannuable appointment, the salary scale 
for which is J.N.C. ‘G’ (£1675-€52 10s.-61937 10s. p.a.). Com- 
mencing salary will be fixed according to experience and 
qualifications. 

oe patio, together with forms of application, vy 
be obtain from the Town Clerk, Town Hall, Manchester 
to whom the completed form should be —— aw 
** Medical cer—Transport Department’’) not later than 
Monday, 23rd May, 1955. Canvassing will dheuuinty, 








Latest date for receipt 
of applications 





GOLD COAST LOCAL CIVIL SERVICE. Gold Coast 
MEDICAL SERVICES. PATHOLOGISTS required by Ministry 
of Health, Gold Coast, to carry out routine duties of Clinical 
Pathologists, including hematology, bacteriology, histopathology 
and biochemistry. They may be required to carry out post- 
mortem examinations and other duties in connection with 
forensic medicine. Candidates must have had at least 2 years 
full-time approved laboratory experience since full registration. 
Appointments are to the Gold Coast Civil Service on short-term 
contracts of 2 tours of 18-24 months in the first instance with 
gratuity on satisfactory completion of service. Basic salary 
scale would be £1330-€2310 a year. Gratuity (taxable) would 
be payable at the rate of £37 10s. for each completed 3 months 
of service. Candidates in the National Health Service may 
leave the National Health Service but retain their superannua- 
tion rights (up to a maximum stay of 6 years). Salary, in this 
case, would be in the scale £1055-£1850 a year, and officers 
would receive a gratuity (taxable) of 20% of the aggregate of 
their salary after their engagements, if satisfactory. Starting- 
point in both salary scales is determined according to qualifica- 
tions and experience. Quarters when available are provided at 
rental not exceeding £120 p.a. Income-tax at local rates. Free 
passages provided for Officer, wife, and up to 3 children under 
13 years of age. Annual local leave is permissible and generous 
home leave is granted after each tour of 18-24 months. 

Application forms from Director of Recruitment, Colonial 

Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. CDE.11/713/010). 
LEEDS. CITY OF LEEDS. Public Health Department. 
Applications are invited from suitably qualified and registered 
Male or Female medical practitioners for the post of ASSISTANT 
MEDICAL OFFICER for general work in the Public Health 
Department. The duties of the appointment will include 
epidemiological work in connection with immunisation and 
infectious diseases control, medical supervision of a long-stay 
children’s home for tuberculosis contacts, and a certain number 
of Maternity and Child Welfare Clinic sessions. The Medical 
Officer appointed will work under the immediate direction of the 
Medical Officer of Health and his Deputy. Salary scale £950 p.a., 
rising by annual increments of £50 to a maximum of £1300. In 
determining the commencing salary, due consideration will be 
given to previous experience and qualifications. The first 
increment will take effect on Ist April following the completion 
of 6 months satisfactory service. The person appointed will be 
required to pass a medical examination and to contribute to the 
superannuation fund ae under the Local Government 
Superannuation Acts, 193 7- 53. 

Applications, endorsed ‘‘ Assistant Medical Officer,’’ must be 
delivered at the Public Health Department, 25, East-parade, 
Leeds, 1, not later than 10 a.m. on Monday, 30th May, 1955. 
Canvassing in any nm, eter directly or indirectly, will be a 
disqualification. . DAVIES, Medical Officer of Health. 
NATIONAL coat SOARD. North Eastern Division. 
Applications are invited for 2 posts of MEDICAL OFFICER ; 
1 in the Wakefield Area and the other in the Barnsley Area of 
the North Eastern Division. Candidates should have experience 
in the field of preventive and industrial medicine and a know- 
ledge of the coal-mining industry will be an advantage. The 
work will include making underground visits to collieries. 
Salary according to qualifications and experience will be within 
the range of £1400-—£2150 p.a. 

Detailed applications, giving the names of 2 referees, should be 
sept to the Divisional Establishments Officer, National Coal 
Board, Ndtth Eastern Division, Ranmoor Hall, Belgrave-road, 
Sheffield, 10, to arrive not later than Monday, 9th May, 1955. 
NEWCASTLE. CITY AND COUNTY OF NEWCASTLE 
UPON TYNE EDUCATION COMMITTEE. Applications are invited 
from qualifie d medical practitioners for the post of SCHOOL 
MEDICAL OFFICER. Salary £950 p.a. rising by annual incre- 
ments of £50 to a maximum of £1300 p.a. The candidate 
appointed will be required to contribute under the appropriate 
superannuation scheme and pass a medical examination. The 
School Health Service works in close conjunction with the 
Hospital and Consultant Services of the City and clinical oppor- 
tunities are made available to members of the staff. Canvassing 
directly or indirectly will be deemed a disqualification. 

Further particulars and form of application may be obtained 
from the Director of Education, City Education Office, North- 
umberland-road, Newcastle upon Tyne, 1, and comple ted 
applications should be forwarded within 14 days of the appear 
ance of this advertisement to the Principal School Medical 
Officer, Health Department, Town Hall, Newcastle upon Tyne, 1. 
PEMBROKE. COUNTY OF PEMBROKE. Applications 
are invited from registered medical practitioners holding a 
Diploma of Public Health for the combined whole-time appoint- 
ment of ASSISTANT COUNTY MEDICAL OFFICER AND 
MEDICAL OFFICER OF HEALTH for the Boroughs of 
Pembroke and Tenby, the Urban District of Narberth, and the 
Rural Districts of Cemaes, Narberth, and Pembroke. The office 
is at Tenby. The salary for the appointment, calculated in 
accordance with the awards of the Industrial ‘Court, will be 
£1459 7s. 6d. rising, subject to satisfactory service, to a maximum 
of £1718 15s. p.a. Possession of a motor-car is essential and 
travelling allowances will be paid in accordance with the County 
Council scale. The post is superannuable and subject to a 
satisfactory medical examination. Ability to speak Welsh is an 
advantage but not essential. Married women are not eligible 
for appointment and in the event of the subsequent marriage 
of a woman medical officer her appointment will be terminated. 
The applicant will be required to devote his or her whole time 
to the duties of the appointment and will not be allowed to 
engage in private practice. 

Application forms and details and conditions of the appoint- 
ment can be obtained from the County Medical Officer of Health, 
23, Hill-street, Haverfordwest. The completed forms should 
be sent to the undersigned by 20th May, 1955 

H. Louis UNDERWOOD, Clerk of the County Council. 

County Offices, Haverfordwest. 
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NOTTINGHAMSHIRE COUNTY COUNCIL. Public 
HEALTH DEPARTMENT. Applications invited from registered 
medical practitioners (either sex) for either of the following 


whole-time appointments : 

SENIOR CLINICAL MEDICAL OFFICER. 

Salary within the scale £1150—-£50—-€1400, 
maximum commencing salary of £1300 p.a. 
Applicants should : 

(a) Possess the D.P.H., D.C.H., 

(>) Have had at least 3 years experience as whole-time 
Clinical Medical Officer in the Antenatal, Child Welfare and 
School Health Services of a Local Authority since July, 1948. 

(c) Have been approved by Ministry of Education for, and 
have had substantial experience in. the ascertainment of 
educationally subnormal children. 


subject to a 


or comparable qualification. 


ASSISTANT COUNTY MEDICAL OFFICER. 
Salary £950-£50-£€1300, or, if holding a Diploma in Public 
Health, £1100—-£50—-£1300. 


from the 
Nottingham. 


Application forms and conditions of gg 
County Medical Officer, County Hall, Trent Bridge, 
Applications by 3lst May, 1955. 

A. R. Davis, Clerk of the County Council. 


PRISON COMMISSION. Male Occupational Therapist 
(in sole charge) in the Prison and Borstal Service. Applications 
are invited for a post at H.M. Prison Wakefield. Salary £455— 
£15-£515 p.a. (National Health Service scale). Pensionable 
under the Health Service superannuation scheme. Applicants 
must be fully qualified. The accepted candidate will be required 
to initiate and organise an Occupational Therapy Unit under the 
direction of the Principal Medical Officer. The unit will handle 
selected male prisoners suffering from psychopathic deviations 
mainly of a mild kind and will form part of his existing psycho- 
therapeutic centre at Wakefield Prison. 

Regulations and application forms from the Establishment 
Officer (E.84/2/12), Prison Commission, Horseferry House, Dean 
Ryle-street, Seta io S.W.1, to be returned by 3ist May, 1955. 


SHEFFIELD. CITY OF SHEFFIELD. Public Health 
DEPARTMENT. Applications are invited for the post of ASSIST- 
ANT MEDICAL OFFICER for maternity and child welfare, 
on the staff of the Medical Officer of Health, Dr. Llywelyn 
Roberts, from whom further particulars may be obtained (P.O. 
Box 78, Town Hall Chambers, Sheffield, 1). Candidates should 
have experience or special qualifications in either child welfare 


or obstetrics. Post superannuable ; medical examination. 
Salary scale £950—£50—£1300 p.a. 

Applications, giving age, qualifications, experience, present 
and previous appointments with dates, names of 3 referees and 
endorsed ** Assistant Medical Officer (M.C.W.) ” to be forwarded 
by 16th May, 1955, to Joun Heys, Town Clerk. 

Town Hall, Sheffield, 1. 


YORK. CITY OF YORK EDUCATION COMMITTEE. 
SCHOOL HEALTH SERVICE. Applications are invited from Women 
registered medical practitioners for the permanent post of 
SCHOOL MEDICAL OFFICER. Applicants will be required 
to devote their whole time to the duties of the office. Preference 
will be given to those who have had special experience of diseases 
of children. The salary offered, in accordance with the terms 
of the Industrial Court Award No. 2452 (Public Health Service), 
is £950 p.a., rising by annual increments of £50 to £1300 p.a. 
The appointment will be subject to the S al Government 
Superannuation Acts and to the passing of a medical 
examination. 

Form of application and conditions of appointment may be 
obtained from the undersigned on receipt of a stamped addressed 
envelope and should be returned by 28th May, 1955. 

H. OLDMAN, Chief Education Officer. 

Education Offices, 5, St. Leonard’s-place, York. 

BERMUDA. A vacancy will shortly exist for a Medical 
OFFICER in the Health Department, Bermuda. Salary is 
fixed at £1800 p.a., tax free. A single man under 40 years of age 
is preferred, with experience in public health. 

Reply in the first instance to Messrs. ROBERT TUCKER & 
CoMPANY, 23, Coleman-street, E.C. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.164 
obtainable from the council. Mark envelope “ Vacancy."* 


SALFORD, LANCASHIRE. Retirement Vacancy (urban). 
List (lst January, 1955) 5083. Practice run by principal (woman) 
and assistant. Residence (for 2 families) including surgery 
available. Applications on Form E.C.16a to reach the under- 











signed on or before 14th May, 1955. 
J. 8. G, CLoven, F.c.1.1., Clerk, Salford Executive Council. 
Irwell-place, Crescent, Salford, 5. 





Hospital Services : Non-Medical Appointments 


UNIVERSITY COLLEGE HOSPITAL, 
W.C.1l. CARDIOLOGICAL TECHNICIAN 
required. 

Written applications to 
7th May, 1955. 
EDGWARE GENERAL HOSPITAL, Edgware, Middiesex. 
Undergraduate with Science Degree interested in scientific 
research required to work in special clinic for the early diagnosis 
of malignant disease in women. The successful candidate will 
be required to undergo a period of training before taking charge 
of the laboratory concerned. Commencing salary subject to 
qualifications. 

Apply immediately, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to Group 
Secretary from whom further details may be obtained. 





Gower-street, 
(grade I or IT) 
and 


Administrator Secretary by 





BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. SENIOR TECHNICIAN or TECHNICIAN. 
Histology Laboratory, Pathology Department. Grading accord- 
ing to qualifications and experience. Whitley Council salary and 
conditions. Further particulars from Consultant Pathologist. 
Applications, naming 2 referces, to Administrator. 
HERTFORD COUNTY HOSPITAL, Hertford, Hertford- 


SHIRE. (173 Beds. 20 miles from London.) Applications are 
invited for the post of MEDICAL LABORATORY TECH- 
NICIAN who must be qualified and well experienced in patho- 


logical histology. Whitley Council salary and conditions of 
service. 
Apply, giving details of age, qualifications, experience and 


referees, to the Hospital Secretary. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


For excellent training opportunities and promisin 
careers for Pathologists in the United States of America contac 
Dr. E. von Haam, Chairman, Department of Pathology. Ohio 
State University Medical Center, Columbus 10, Ohio. 
Medical Officer required for Middle East by large Oil 
Company ; preference for those with overseas experience and 
some knowledge of tropical work. Age about 35 and preferably 
single. Total emoluments not less than £2000 p.a. (incremental) 
with no income-tax at present. Paid home leave after 2 years ; 
pension fund.—Write quoting No. 379 to Box No. 8533, cfo 
CHARLES BARKER & Sons LTpD., 31, Budge-row London, E.C.4. 
Wanted, experienced Pathologist for service at Princess 
Tsahai Memorial Hospital, Addis-Ababa, Ethiopia. 3-year 
contract with possibility of renewal. Salary £178 monthly, plus 
furnished accommodation.—Apply to 18, Egerton-terrace 
S.W.3. 
Wanted, experienced Radiologist for service at Princess 
Tsahai Memorial Hospital. Addis-Ababa, Ethiopia. 3-year 
contract with possibility of renewal. Salary £142 monthly, plus 
furnished accommodation.—Apply to 18, Egerton-terrace, 
S.W. 

Information about medical practice in Ethiopia can be obtained 
from the Secretary of the British Medical Association, 
Southern Rhodesia. Chartered Physiotherapists required 
for newly opened Centre in Bulawayo. Senior Physiotherapist 
with experience in cerebral cases and Physiotherapist for 
treating polio and general crippling in children. Starting salary 
£60 and £50 per month respectively.—Apply to SOCIETY FOR 
THE OVERSEA SETTLEMENT OF BRITISH WOMEN, 43, Parliament- 
street, London, 8.W.1. : 
Assistant with view to early succession required for 
delightful country practice in north of Scotland. Preferably with 
experience of midwifery and status of Medical Registrar, Hos- 
pital, N.H.S. town and country. Fishing, shooting, golf, tennis 
and ski-ing. Car Caper essential.—Apply : Address, No. 127, 
Tue LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
York area: Doctor willing to do locum tenens as assistant 
G.P. May—August inclusive.—Address, No, 128, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Qa.P., no maternity, Croyden area, offers to act as Locum 
if time can be fitted with own surgery. 1 guinea per day.— 
Address, No. 130, Tue LANceT Office, 7, Adam-street, Adelphi, 
London, W.C.2. 

Secretary-Shorthand-Typist required for Medical Units. 
Knowledge of medical terms an advantage. Salary scale at age 
24, £355 rising to £435 p.a.—Applications in writing, stating 
age, experience, and names of 2 referees, to Medical Director, 
West Middlesex Hospital, Isleworth. 

Secretary to team of doctors. Knowledge medical terms 
essential. Salary according age/experience with maximum £435 
p.a. (grade B).—Detailed applications to Secretary, Hammer- 
smith Hospital and Postgraduate Medical Sc aoe Ducane-road, 
London, W.12, or Telephone SHE 2235, Ext. 

Microscopes. Highest prices paid for aed maders types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
LTD. 27. New Bond-street, 

For Sale? Maxwell artificial pneumothorax apparatus— 
as new come with initial and refill needle. Offers.— 
Address, No. 126, THE LANCET Office, 7, Adam-street, Adelphi, 
London, W.C. 
Seomedanss 


names of 2 








technical and personal typewriting. Dupli- 
cating, Me ry ae &c., efficiently and speedily executed—. 
Mowsray,” 146, Bishopsgate, E.C.2 (BIS. 2545, BAR. 7665). 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical Ran —SYBIL RANG, 21, 
Heath-street, Hampstead, London, N.W.3 (HAM, 5329/0504). 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE Ltp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 
“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26 Park -crescent, Portland-place, W.1 
(MUSeum 5386-7). 
Nessib. Joseph A. Nessib, born Greece, had son born 
1890’s believed to have been practising surgeon in England. Will 
relatives or anyone knowing whereabouts of either of these 
persons please communicate with ALFRED A. SmitH & Son, 
49, Knightsbridge-court, Sloane-street, London, 38.W.1. 
Austin. The New Show Models A.30, A.40, A.50 and A.90. 
Limited number of orders acceptable from proven essential users, 
—Application form, brochures, easy terms, from Austin House. 
140-144, Golders Green-road, Golders Green, London, N.W.11. 
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In the ‘Spansule’ presentation, the active drug is distributed among many 
tiny pellets with varying disintegration times. A smooth and even thera- 
peutic effect is thus sustained for 10 to 12 hours. 
One ‘Spansule’ (brand) capsule of ‘ Dexedrine’ in the morning controls 
appetite throughout the day — 

between meals as well as at mealtimes 
Available in containers of 30 capsules, in two strengths, 10 mg. and 15 mg. 
dextro-amphetamine sulphate. 
Already Available 


*‘ Spansule’ (brand) Phenobarbitone capsules, gr. 1 and gr. 14, in containers of 30 
For cost to N.H.S., see M. & J. list of costs dated January, 1955 





SMITH KLINE & FRENCH INTERNATIONAL CO. 
represented by 

Menley & James, Limited, Coldharbour Lane, London, S.E.5 Tel : BRixton 7851 

*Brit. pat. No. 715,305 ‘Dexedrine’ and ‘Spansule’ are trade marks 
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Bidormal, containing a rapid short-acting 
barbiturate, together with an intermediate- 
acting barbiturate that has a carefully timed delayed 
action, provides a unique means of maintaining 





Outer shell, 


calm uninterrupted sleep throughout Pentobarbitone sodium 
a complete night of 8 hours ponte 
i Action rapid; duration 
Bidormal has a rapid action which promotes 3 hours. 
confidence in the therapy and overcomes fear with 
of sleeplessness. The lack of residual hangover, 
— : eyes tetgy: Enteric-coated 
drowsiness or “‘drugged”’ feeling enables i 
the patient to set about his daily tasks Butobarbitone B.P.C. 60 mg, 
with no diminution of mental acuity and Action begins after 
no feeling of drug dependence. ie acns a 





BIDORMAL 


In bottles of 25 Tablets 
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